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PREFACE 


This  report  represents  the  efforts  of  the  Committee  on  Treatment, 
whose  members  were  chosen  from  among  diabetes-interested  lay  persons  and 
professional  experts  in  varied  fields  related  to  diabetes  treatment, 
supplemented  by  other  consultants.   We  have  worked  intensively  in  the 
very  short  period  of  time  available  to  us,  to  conduct  a  comprehensive 
review  of  all  aspects  of  both  the  substances  of  treatment  measures  for, 
and  the  delivery  of  treatment  to,  persons  with  diabetes  mellitus,  and 
to  prepare  recommendations  for  consideration  of  the  National  Commission 
on  Diabetes  in  its  report  and  recommendations  to  Congress. 

The  Committee  met  first  on  June  2-3,  1975,  in  Reston,  Virginia,  to 
analyze  and  formulate  the  full  sequence  of  therapeutic  tasks  or  functions 
needed  in  the  care  of  people  with  diabetes  and  to  begin  to  identify  what 
does  and  does  not  exist  to  provide  these  needs. 

A  subcommittee  of  the  Committee  next  participated  in  a  meeting  of 
the  Commission  at  the  Center  for  Disease  Control,  July  7,  and  on  July  8 
and  9  in  Bethesda,  Md.,  and  Rockville,  Md.,  interviewed  (in  part  in  con- 
junction with  members  of  the  Committee  on  Education)  representatives  of 
other  federal  agencies  whose  programs  relate  or  might  relate  to  diabetes. 
The  subcommittee  then  and  again,  on  August  6-7  in  Chicago,  began  to  pre- 
pare drafts  of  sections  of  this  report.   Mrs.  Joan  Hoover  of  the 
Committee  on  Scope  and  Mrs.  Polly  Toll  joined  the  August  6-7  session. 
Dr.  Paul  Elwood,  Director  of  Interstudy  in  Minneapolis,  was  also  a 
valuable  consultant  at  that  time. 

Meanwhile  on  July  28,  in  the  Research  Triangle  in  North  Carolina, 
Dr.  Jay  Skyler  from  the  Committee  organized  and  conducted  a  "Workshop 
on  Current  Status  and  Future  Directions  of  Therapy"  with  expert  partici- 
pants reviewing  all  aspects  of  diabetes  treatment. 

The  entire  Committee  met  again  on  August  19-20  in  Chicago  to  review 
and  revise  drafts  of  material  for  this  report. 

Following  presentation  and  discussion  of  the  preliminary  draft  by 
the  National  Commission  on  Diabetes  on  September  9,  the  report  has  been 
modified  and  edited.   This  step  has  also  benefited  from  the  recommen- 
dations of  the  special  workgroup  of  pediatricians  along  with  repre- 
sentatives of  the  Juvenile  Diabetes  Foundation  and  the  American  Diabetes 
Association  who  met  on  September  10,  and  from  suggestions  made  by 
Dr.  Robert  Jackson. 


The  concerns  of  this  Committee  clearly  overlap  with  those  of  the 
Committee  on  Education,  both  patient  and  professional.   We  of  these 
workgroups  have  attempted  to  keep  each  other  informed  of  our  programs, 
but  have  not  had  time  to  collaborate  as  closely  as  would  be  desirable. 

Based  on  the  work  of  this  group,  a  number  of  specific  recommendations 
have  emerged,  which  are  underlined  for  emphasis  in  this  report,  as  well 
as  a  series  of  general  approaches  which  we  consider  essential  to 
accomplishing  the  goals  of  the  Commission. 

The  Project  Summaries  included  in  this  report  also  reflect  the  wide 
range  of  research  and  developmental  efforts  called  for.   Many  of  the 
projects  are  described  only  briefly,  due  both  to  time  constraints  and 
to  the  view  expressed  by  Dr.  Oscar  Crofford,  Commission  Chairman,  at  the 
September  8-9  meeting,  that  the  summaries  are  to  serve  mainly  for  the 
purpose  of  collating  proposed  projects  from  the  various  workgroups. 

Finally,  we  want  to  express  our  appreciation  to  support  staff  members 
who  have  worked  hard  and  enthusiastically,  often  at  inconvenient  times, 
to  help  prepare  this  report. 


T.  Franklin  Williams,  M.D. 
For  the  Committee  on  Treatment 


I .   INTRODUCTION 


Treatment  of  diabetes  mellitus  consists  of  the  care  and  management  of 
diabetes  by  health  professionals  and  patients  (or  those  responsible  for 
their  care).   It  should  use  current  modes  of  therapy,  provided  in  a 
planned  system  which  encourages  patient  participation  and  is  systemati- 
cally evaluated. 

The  goal  of  treatment  is  to  permit  those  with  diabetes  to  live  active 
and  productive  lives  while  minimizing  or  eliminating  complications 
frequently  associated  with  diabetes. 

This  definition  implies  that  any  consideration  of  treatment  must 
include: 

•  Modes  of  therapy 

•  Delivery  of  therapy 

•  Compliance  with  therapy 

•  Evaluation  of  therapy 


Education  is  an  inseparable  part  of  treatment.  Overall  treatment 
systems  must  necessarily  include  all  components  listed  above,  including 
education  (patient,  professional,  and  public). 

Those  charged  with  the  responsibility  of  diabetes  treatment  must  con- 
vey adequate  education  to  patients  and  their  families  to  further  enhance 
their  efforts  toward  better  management  and  toward  adjustment  to  their 
diabetes.   This  is  especially  important  in  the  case  of  young  people  and 
children  with  diabetes.   It  is  referred  to  later  in  this  report  and  is 
also  documented  in  depth  in  the  Report  of  the  Committee  on  Education. 

Improved  treatment  of  diabetes  can  make  a  difference:   one  dramatic 
example  is  the  80%  reduction  in  hospitalization  of  people  with  diabetes 
achieved  by  Miller  and  Associates  in  Los  Angeles  through  a  program  of 
treatment  to  meet  the  specific  needs  of  their  patients  (1,  2,  19). 

If  four  out  of  five  hospitalized  days  for  people  with  diabetes  are 
needless,  the  time  has  come  to  examine  the  treatment  and  educational 
modalities  available,  the  social  and  psychological  impediments  that 
result  in  poor  patient  compliance,  and  the  problems  occurring  in  the 
delivery  of  health  care  to  diabetic  patients. 

There  is  no  known  "cure"  for  diabetes.   However,  there  are  treatment 
modalities  (2-7)  that  can  prevent  diabetic  and  hyperosmolar  coma,  the 
problems  associated  with  uncontrolled  hyperglycemia,  early  cataract 
development  in  the  juvenile  diabetic,  fungal  and  bacterial  infections, 
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the  morbidity  associated  with  improper  foot  care,  and  reduce  the 
mortality  rate  of  infants  of  diabetic  mothers.   Sadly,  testimony  before 
the  National  Commission  on  Diabetes  (8)  by  persons  with  diabetes, 
members  of  their  families,  and  professionals  caring  for  diabetic 
patients,  attest  to  the  fact  that  these  known  effective  methods  of 
treatment  are  not  reaching  many  diabetic  patients  in  this  country.   For 
example,  while  diabetic  coma  is  almost  an  entirely  preventable  condition, 
many  large  city,  county,  and  university  hospitals  are  still  reporting 
that  between  100  and  500  cases  (2-9)  are  being  treated  in  their  insti- 
tutions annually.   The  mortality  rate  of  diabetic  coma  ranges  from  3% 
(10)  in  some  institutions  to  as  high  as  20%  (11)  in  others. 

Attempts  to  achieve  appropriate  care  for  persons  with  diabetes 
mellitus  clearly  expose  some  of  the  defects  of  the  American  health  care 
system.   The  crisis-oriented,  episodic  nature  of  most  doctor-patient 
encounters  leaves  the  person  with  diabetes  at  a  particular  disadvantage. 
Over  the  years,  the  critical  issues  in  care  for  most  diabetic  patients 
are  the  undramatic  ones  of  longitudinal  observation,  detection  of  compli- 
cations and  their  management,  and  the  assumption  by  the  patient  of  a 
major  part  of  the  responsibility  for  his  own  care.   For  most  of  the 
time,  the  person  with  diabetes  presents  no  severe  or  acute  problems 
which  can  compete  successfully  for  the  attention  of  an  overloaded  pri- 
mary care  physician.   At  the  same  time,  the  patient  is  usually  cared  for 
in  a  setting  which  has  not  traditionally  permitted  nor  encouraged  trans- 
fer of  responsibility  from  the  physician  to  the  patient.   Such  persons 
also  find  themselves  caught  between  the  desirability  of  longitudinal 
primary  care  (where  available  and  accessible)  and  the  need  for  highly 
specialized  professionals.   Shall  the  patient  go  to  the  tertiary  care 
center  for  that  expertise,  with  all  the  risks  of  fractionation  of  care 
inherent  in  that  setting,  or  remain  with  a  primary  care  physician  who 
often  lacks  sufficient  experience  with  diabetes  and  its  care  to  provide 
the  best  informed  service? 

A  major  problem  in  the  care  of  diabetes  is  the  uncertainty  about 
the  relationship  of  cardiovascular  and  renal  complications  to  modes  of 
care  and  the  strictness  of  their  enforcement:   can  complications  be  pre- 
vented, ameliorated,  or  forestalled,  and,  if  so,  what  elements  in  long- 
term  care  make  the  difference  (12)?  An  episodic  care  system,  applied  to 
a  highly  mobile  population  in  inconsistent  and  idiosyncratic  ways,  does 
not  provide  a  means  to  collect  the  longitudinal  data  necessary  to  begin 
to  answer  this  question.   Thus,  the  simple  provision  of  "care"  without 
rigorous  evaluation  of  outcomes  and  standardization  of  data  collection 
will  not  contribute  to  our  understanding  of  the  fundamental  nature  of 
diabetes,  nor  will  it  provide  any  useful  guidance  for  modification  of 
current  treatments  to  possibly  improve  the  results. 

The  health  care  system  and  providers  are  not  the  only  sources  of 
inadequacy  in  the  care  of  the  person  with  diabetes.   American  patients 
are  not  likely  to  seek  care  when  asymptomatic,  nor  for  purely  preventive 


reasons  (13) .  Another  problem  is  the  failure  of  patients  to  comply  with 
reasonable  and  appropriate  regimens,  even  when  these  are  apparently  well 
understood  (14-18) . 

Thus,  any  recommendation  for  new  or  improved  care  systems  must  not 
only  address  the  specific  needs  of  persons  with  diabetes  and  the  current 
deficiencies,  but  must  also  provide  a  framework  in  which  critical 
research  on  the  effectiveness  of  care  can  be  carried  out  as  well. 


Some  of  the  specific  areas  of  critical  research  and  inquiry  which 
should  be  facilitated  by  and  incorporated  into  any  new  care  system 
include: 

A.  Data  collection  which  will  begin  to  explicate  the  natural 
history  of  diabetes  mellitus;  this  should  be  particularly 
fruitful  in  the  study  of  juvenile  diabetes,  with  likely 
important  implications  for  the  understanding  of  the  patho- 
genesis of  the  disease; 

B.  Careful  comparative  longitudinal  studies  of  different  treat- 
ment modalities  and  their  effectiveness  and  results; 


C.  Studies  of  educational  programs  for  professionals  and  patients 
alike;  attempts  to  assess  what  works  and  why,  and  to  look 
critically  at  content,  composition,  and  delivery  in  terms  of 
learning  and  behavior  change  by  the  target  audience  rather 
than  just  in  terms  of  teaching; 

D.  Studies  of  most  effective  ways  of  delivering  the  care  presently 
available,  with  special  inquiry  into  possible  roles  for  new 
health  professionals; 

E.  Studies  which  will  attempt  to  elucidate  why  even  well-informed 
patients,  with  adequate  access  to  sufficient  care,  still  fail 
to  comply  with  therapeutic  recommendation,  often  to  their 
detriment; 

F.  Evaluation  of  new  therapies,  both  in  terms  of  effectiveness 
and  with  an  eye  to  early  detection  and  correction  of  the 
inevitable  problems  which  will  accompany  the  new  therapies; 

G.  Recognition  that  cost  containment  must  be  borne  in  mind  with 
the  realization  that  not  all  of  society's  ills  can  be  cured 
with  medical  expenditures  alone. 

It  is  apparent  that  new  or  augmented  programs  for  people  with 
diabetes  which  incorporate  these  goals  should  be  able  to  provide  data 
applicable  to  chronic  disease  management  in  general;  it  is  not  the  person 
with  diabetes  alone  who  will  benefit  from  establishment  of  such  programs. 


The  systematic  delivery  of  care  thus  should  permit  the  generation  of 
data  from  which  important  new  knowledge  will  come,  which  in  turn,  will 
have  important  effects  on  the  future  delivery  of  care. 
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II.   STATE  OF  THE  ART  AND  FUTURE  DIRECTIONS 


A.   MODES  OF  THERAPY* 


Preface 


The  number  one  concern  of  all  patients  with  diabetes,  their 
families,  and  therapists  is  that  there  is  now  no  cure  for  diabetes 
mellitus,  a  disease  which  afflicts  people  of  all  ages.   While  it  is 
possible  to  attempt  to  control  the  level  of  blood  sugar,  it  is  not 
clear  that  controlling  blood  sugar  is  equivalent  to  controlling  diabetes. 
It  is  not  known  that  blood  sugar  really  reflects  diabetes  control. 
There  is  lack  of  adequate  data  on  the  degree  to  which  blood  sugar  should 
be  controlled.   All  regimens  attempting  to  achieve  control  achieve  only 
an  approximation  of  what  is  seen  in  the  individual  without  diabetes  and 
by  no  means  does  this  represent  actual  control. 

There  are  as  yet  insufficient  data  to  conclude  with  any  degree  of 
certainty  that  control  of  blood  sugar  will  prevent  complications  of 
diabetes.   These  complications  are  of  major  importance  and  include  such 
things  as  blindness,  kidney  disease,  and  decreased  life  expectancy. 
There  is  no  cure  for  the  chronic  complications  of  diabetes.   There  are 
only  palliative  therapies  which  may  or  may  not  halt  or  delay  the  pro- 
gression of  the  complications.   Thus,  complications  represent  a  con- 
tinuing concern  in  diabetes  management. 


2.   State  of  the  Art 

The  characteristic  feature  associated  with  diabetes  mellitus  is 
elevation  of  blood  glucose  (sugar),  which  if  sufficiently  high  also  re- 
sults in  the  presence  of  glucose  in  the  urine.   This  manifestation  of 
diabetes,  however,  is  but  one  indicator  of  the  deranged  metabolism.   The 
abnormalities  of  metabolism  include  alterations  in  the  utilization  of  all 
nutrients  (amino  acids  and  fatty  acids,  as  well  as  glucose)  and  alter- 
ations in  the  cholesterol,  triglycerides,  and  ketones.   The  hormones 
which  regulate  metabolism  and  nutrient  utilization  also  are  altered  in 
their  circulating  level  and  pattern  of  secretion.   These  include  insulin, 
glucagon,  growth  hormone,  catecholamines  (adrenalin  for  example),  and 
glucocorticoids  (cortisone) . 


The  symptoms  most  characteristic  of  diabetes  are  increased 
thirst,  increased  amount  of  urine,  and  weight  loss  or  increased 
appetite.   These  cardinal  symptoms  are  a  direct  result  of  the  loss  of 
large  amounts  of  glucose  in  the  urine  and  mean  that  the  diabetes  is 


*A  more  comprehensive  and  technical  consideration  of  this  topic,  which 
serves  as  the  basis  for  this  section,  is  included  as  Appendix  A. 


relatively  severe.   When  diabetes  is  mild,  the  person  may  have  no  dis- 
comfort or  hint  that  he  has  diabetes  for  a  period  of  years. 

Diabetes  is  conventionally  divided  into  two  general  categories: 
(1)  that  which  ordinarily  begins  in  childhood  or  young  adult  life,  and 
is  characterized  by  a  total  or  nearly  total  inability  of  the  pancreas 
to  make  insulin,  and  (2)  that  which  begins  in  later  life  and  in  which  the 
pancreas  has  a  decreased,  but  still  considerable,  capacity  to  make 
insulin.   The  first  of  these  is  called  growth-onset,  insulin-dependent, 
ketosis-prone,  or  juvenile-onset  diabetes;  the  second  is  called  maturity- 
onset,  insulin- independent,  or  ketosis-resistant  diabetes. 

Diet,  exercise,  and  the  administration  of  insulin  or  certain 
drugs  called  oral  hypoglycemic  agents  may  correct  these  derangements  in 
varying  degrees.   These  derangements  in  hormone  secretion  and  in  the  way 
the  body  uses  nutrients  can  result  in  both  acute  and  long-term  threats 
to  health  and  life.   Among  the  acute  or  short-term  complications  of 
diabetes  are  diabetic  ketoacidosis,  lactate  acidosis,  and  hyperosmolar 
coma.   Long-term  complications  include  deterioration  of  nerves  (neuro- 
pathy), an  acceleration  of  deposition  of  cholesterol  and  other  fats  in 
the  lining  of  large  blood  vessels  (atherosclerosis) ,  thickening  of  the 
small  blood  vessels  of  the  kidney  (nephropathy) ,  changes  in  the  blood 
vessels  in  the  eyes  (retinopathy),  characteristic  skin  abnormalities, 
and  increased  susceptibility  to  some  infections. 

a.   Approaches  to  Metabolic  Control  of  Diabetes 

An  overall  objective  of  therapy  of  diabetes  is  to  relieve  or 
prevent  symptoms  and  manifestations  of  diabetes,  both  its  metabolic  com- 
ponent and  vascular  and  other  complications,  while  permitting  a  reasonably 
convenient  and  conventional  lifestyle  acceptable  to  the  patient.   This  is 
done  with  the  recognition  that  there  is  a  wide  range  of  readiness  to 
participate  in  treatment  —  extending  from  almost  complete  passivity  to 
willingness  and  ability  to  learn  and  adopt  altered  dietary  and  other 
patterns  of  living. 

The  ideal  therapy  would  completely  normalize  the  metabolic 
derangements  and  prevent  development  of  the  vascular  and  other 
manifestations . 

One  problem  that  clinicians  treating  patients  with  diabetes 
face  is  the  selection  of  parameters  to  use  to  monitor  therapy.   Blood 
and/or  urine  glucose  levels  are  often  used  for  this  purpose.   These  have 
several  weaknesses,  however.   Blood  glucose  undergoes  minute- to-minute 
variation  and  since  there  are  often  wide  swings  throughout  the  day,  one 
or  two  selected  measurements  may  not  accurately  reflect  what  is  happening 
during  the  rest  of  the  day.   Urine  glucose,  although  generally 


correlating  with  blood  glucose,  shows  much  individual  variability  such 
that  it  does  not  always  reflect  blood  glucose  levels. 

Further,  sampling  of  glucose  levels,  either  in  the  blood  or 
in  the  urine,  is  only  one  part  of  the  total  picture  of  altered  metabolism. 
Whether  other  nutrients  or  hormonal  levels  should  be  measured  to  monitor 
management  is  not  clear. 

The  other,  more  burning  issue  is  the  relationship  of  blood 
glucose  control  and  metabolic  control  to  the  development  of  vascular  and 
other  complications.   Some  would  hold  that  the  long-term  vascular  problems 
are  a  concomitant  (integral  part)  of  diabetes  and  are  in  no  way  influ- 
enced by  metabolic  control.   More  widespread  is  the  belief  that  the  long- 
term  vascular  problems  are  true  complications  related  to  altered  metabo- 
lism.  The  latter  view  is  supported  by  many  recent  studies.   It  must  be 
recognized,  however,  that  the  definitive  answer  is  not  yet  available. 
This  is  due  to  the  fact  that  all  treatment  modalities  which  attempt  to  re- 
verse altered  metabolism  achieve  only  an  approximation  of  what  is  true  in 
individuals  without  diabetes.   The  questions  cannot  be  clearly  answered 
until  suitable  criteria  for  monitoring  metabolic  control  are  developed 
and  applied  in  a  convenient  manner . 


It  is  the  difference  of  opinion  on  this  critical  question 
which  leads  to  much  of  the  controversy  about  diabetes  management,  and 
which  is  responsible  for  the  great  variation  in  treatment  regimens. 

Patients  exhibit  varying  capacities  for  achieving  metabolic 
control  and  each  patient  should  be  helped  to  arrive  at  the  optimum  of 
which  he  is  capable.   The  individual  patient  should  not  be  made  to  con- 
form to  a  preconceived  notion  of  his  physician  in  this  regard. 

Although  there  is  a  wide  spectrum  of  philosophies  and,  there- 
fore, of  treatment  regimens,  these  might  be  classified  into  three  major 
groups  based  on  three  philosophies. 

Philosophy  #1  holds  that  all  problems  of  diabetes  are  un- 
related to  metabolic  control.   Management  is  designed  to  prevent  severe 
degrees  of  metabolic  derangement,  particularly  ketoacidosis. 

Philosophy  #2  attempts  to  achieve  a  moderate  degree  of 
metabolic  control  to  minimize  ketoacidosis  and  infections  and  to  pro- 
vide normal  growth. 


Philosophy  #3  holds  that  vascular  and  other  complications  can 
be  prevented  or  significantly  reduced  or  delayed  by  achieving  a  higher 
level  of  metabolic  control.   The  control  attempted  by  those  who  believe 
this  philosophy  is  often  called  rigid  or  tight  control.   Even  within 
those  who  adopt  this  philosophy,  there  are  wide  differences  of  opinion 


as  to  what  degree  of  metabolic  control  is  indicated.   Part  of  the  problem 
is  related  to  the  previously  discussed  difficulties  in  selecting  parame- 
ters to  monitor.   All  require  arbitrary  decisions  as  to  what  are 
acceptable  degrees  of  metabolic  control. 

Thus,  before  diabetes  treatment  can  ever  be  satisfactory, 
several  issues  must  be  resolved.   These  include: 

1)  Defining  parameters  which  reflect  altered  metabolic 
control. 

2)  Developing  convenient,  reliable,  and  valid  methods  of 
monitoring  those  parameters. 

3)  Determining  the  relationship  of  degree  of  control  of 
these  parameters  to  development  of  both  acute  and 
chronic  complications  of  diabetes. 

4)  Developing  criteria  or  evaluating  outcome  of  therapy 
in  relation  to  control. 

In  the  sections  that  follow,  major  aspects  of  the  current 
state  of  the  art  in  treatment  of  diabetes  are  summarized,  including: 
nutrition,  exercise,  use  of  insulin,  oral  hypoglycemic  agents, 
ketoacidosis,  neuropathy,  diabetes  and  the  eye,  diabetes  and  the  kidney, 
vascular  disease  in  diabetes,  care  of  feet,  lipoatrophy  and  lipohyper- 
trophy,  diabetes  and  the  skin,  infections  in  diabetes,  pregnancy  and 
diabetes,  psychologic  aspects,  and  special  aspects  of  treatment  needs 
of  children. 


b.   Nutrition 

Blood  glucose  levels  may  be  controlled  by  a  number  of  means. 
The  cornerstone  of  regulation  of  blood  glucose  is  diet.   Exercise  also 
contributes  to  regulation  of  blood  glucose  and  medications  may  be  used 
to  lower  glucose.   These  include  insulin  in  its  various  forms,  all  of 
which  must  be  administered  by  injection;  and  oral  hypoglycemics,  medi- 
cations of  two  classes  of  which  are  taken  by  mouth,  which  help  lower 
blood  glucose. 


pancreas 

utilize 
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glucose 
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In  the  person  without  diabetes,  insulin  is  secreted  from  the 
following  food  intake  and  acts  to  lower  the  blood  glucose  and 
the  food  as  an  energy  source.   There  are  periodic  bursts  of 
secretion  each  time  food  is  ingested.   When  food  is  omitted, 
secretion  is  markedly  diminished.   As  insulin  acts  and  the  blood 
level  is  lowered,  other  hormones,  including  glucagon,  growth 

adrenalin,  and  glucocorticoids  are  secreted  and  serve  to 
e  the  blood  glucose  in  a  relatively  narrow  range.   In  the  person 
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with  diabetes,  however,  this  entire  regulatory  system  is  unbalanced. 
In  the  juvenile-onset  type  of  diabetes,  where  insulin  must  be  supplied, 
it  becomes  obvious  that  food,  too,  must  be  supplied  for  the  insulin  to 
act  upon.   If  it  is  omitted,  the  continued  presence  of  insulin  will 
lower  blood  glucose  to  levels  lower  than  can  be  tolerated  (hypoglycemia 
or  insulin  reaction) .   Therefore,  the  basic  dietary  principle  that  under- 
lies treatment  in  the  insulin-dependent  person  with  diabetes  is  a 
regular  food  intake  at  relatively  frequent  intervals.   If  the  insulin 
dose  is  to  be  constant  from  day  to  day,  so  must  the  amount  of  food  be 
relatively  constant.   Thus,  we  see  the  basis  for  the  dietary  management 
of  this  category  of  diabetes  —  regularity  of  food  intake  in  terms  of 
both  amount  and  timing. 


Nutrients  furnishing  calories  come  in  three  basic  forms  — 
carbohydrate,  fat,  and  protein.   The  carbohydrate  may  be  simple  and 
rapidly  available,  or  more  complex  and  more  slowly  available.   Fat  and 
protein  are  also  utilized  at  somewhat  different  rates  than  carbohydrates, 
Ideally,  the  proportion  of  carbohydrate,  fat,  and  protein  in  the  diet 
should  be  relatively  constant  on  a  day-to-day  basis  if  calories  in  the 
diet,  blood  glucose,  and  insulin  action  are  to  be  balanced.   The  use  of 
simple  rapidly  utilized  carbohydrate,  usually  available  as  simple 
sugar  or  sweets  needs  to  be  curtailed  to  prevent  rapid  elevation  of 
blood  glucose.   Sugar  and  sweets  are  used,  however,  when  blood  glucose 
levels  are  too  low,  i.e.,  to  treat  a  hypoglycemic  reaction.   Because 
exercise  increases  the  efficiency  of  glucose  utilization,  diet  and/or 
insulin  dose  must  be  altered  when  there  are  changes  in  the  usual 
exercise  pattern.   Likewise,  various  stresses,  including  infections, 
psychological  stress,  and  illnesses,  destabilize  the  balance  and  raise 
the  blood  sugar.   These  situations  call  for  increased  insulin  need. 
Thus,  the  major  goal  in  management  of  insulin-dependent  diabetes  is 
to  achieve  a  balance  of  diet,  exercise,  insulin,  and  stresses  such  that 
blood  glucose  can  be  maintained  at  a  relatively  constant  level,  avoiding 
both  excessively  high  levels  and  excessively  low  levels. 


The  other  major  category  of  diabetes  is  the  maturity-onset, 
ketosis-resistant  person.   In  this  type  of  diabetes,  there  is  some 
residual  albeit  impaired  insulin  secretion.   These  patients  thus  do  not 
require  insulin  administration  although  insulin  may  be  needed  in  some 
such  patients  to  supplement  their  own  insulin  production.  Most  of  these 
patients  are  overweight.   The  correction  of  body  weight  to  relatively 
normal  levels  will  usually  markedly  improve  the  metabolic  balance  and 
return  blood  glucose  levels  toward  normal.   Even  patients  who  by  some 
standards  may  not  be  considered  to  be  overweight,  often  show  improvement 
with  weight  loss.   These  patients  probably  are  metabolically  overweight 
and  help  point  to  the  need  for  further  development  of  criteria  to 
assess  weight  and  determine  what  weight  should  be,  not  only  for  people 
with  diabetes  but  for  the  population  at  large.   Thus,  the  mainstay  of 
management  of  the  maturity-onset  category  of  diabetes  is  a  weight 
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reduction  diet.   Because  of  the  residual  insulin  function,  timing  and 
constancy  of  meals  is  less  crucial  than  in  the  insulin-dependent 
category  of  diabetes.   Total  caloric  restriction  is  the  fundamental 
principle  of  therapy  of  the  maturity-onset  category  of  diabetes.   The 
nature  of  the  foods  that  comprise  the  diet  are  of  less  importance. 

Many  persons  with  diabetes  do  not  receive  adequate  in- 
structions in  diet;  those  who  do,  often  fail  to  understand  fully. 
Even  those  who  have  good  instructions  will  adhere  to  the  prescribed 
dietary  regimen  only  briefly.   This  pessimistic  view  is  widespread 
among  physicians,  and  while  it  has  considerable  validity,  it  consti- 
tutes a  serious  barrier  to  the  dissemination  of  dietary  information. 
The  view  that  diet  instruction  is  of  little  or  no  value  leads  to  a 
failure  to  give  any,  except  the  most  general,  dietary  instructions 
such  as  "avoid  sugars  and  sweets."  There  is  a  need  for  better  and 
more  readily  comprehended  instructional  systems,  and  the  availability 
of  dietitians  or  their  aides  in  all  communities  to  carry  out  initial 
and  review  diet  instructions.   All  hospitals  could  usefully  provide  as 
a  part  of  their  services  a  dining  room  for  outpatient  use  in  which  the 
prescribed  diabetic  diet  (and  other  therapeutic  diets)  can  be  served. 
The  opportunity  to  experience  such  meals  for  a  few  days  in  conjunction 
with  conventional  diet  instructions  should  present  the  dietary  infor- 
mation better  than  the  usual  instructional  techniques.   The  availability 
of  effective  and  reasonably  convenient  instructional  facilities  should 
encourage  a  less  pessimistic  view  by  physicians  of  the  effectiveness  of 
diet. 

c.   Exercise 

Utilization  of  glucose  and  food  as  an  energy  source  for 
the  body  is  dependent  on  both  dietary  source  of  nutrients  (diet)  and 
insulin  to  aid  in  burning  of  the  nutrients.   This  is  critically  affected 
by  exercise  in  two  ways.   First,  exercise  directly  alters  requirements 
for  calories  —  the  more  exercise,  the  more  calories  needed  for  energy. 
Second,  the  action  of  insulin  in  promoting  utilization  of  nutrients  for 
energy  is  enhanced  by  exercise  —  that  is,  a  given  amount  of  insulin 
appears  to  be  more  effective  in  an  exercising  person.   Thus,  control  of 
blood  glucose  level  is  directly  related  to  diet,  insulin,  and  exercise. 
Increased  exercise  causes  need  for  more  food  and/or  less  insulin. 
Sedentary  situations  require  less  food  and/or  more  insulin.   When  any 
one  of  this  triad  (diet,  insulin,  or  exercise)  is  altered  at  least  one 
other  component  needs  to  be  altered  as  well,  to  maintain  balance.   Better 
communication  and  understanding  of  the  interrelationships  of  diet, 
insulin,  and  exercise  by  patients  with  diabetes  will  result  in  improved 
management.   A  prerequisite  to  this  is  improved  understanding  of  the 
mechanisms  by  which  exercise  affects  the  metabolic  balance,  and  of 
quantitative  relations  between  how  a  given  amount  of  exercise  influences 
diet  and/or  insulin  requirements. 
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In  general,  it  would  appear  that  a  regular  pattern  of 
exercise  will  improve  control  of  diabetes  and  general  well-being. 

d.   Use  of  Insulin 


Insxilin  nmst  be  administered  at  least  once  daily  to  those 
individuals  with  the  insulin-dependent,  juvenile-onset  type  of  diabetes. 
It  may  also  be  used  for  some  patients  with  the  maturity-onset,  insulin- 
dependent  type.   Since  insulin  is  a  protein  that  would  be  destroyed  in 
the  stomach  and  intestines,  it  must  be  given  by  injection. 

There  are  several  kinds  of  insulin  commonly  available. 
They  differ  in  time  of  action  (including  time  of  onset  of  action, 
time  of  peak  or  maximum  effect,  and  length  or  duration  of  action), 
concentration;  and  source.   In  terms  of  time  of  action,  these  can  be 
classified  into  three  general  groups:   (1)  short-acting  —  which  includes 
"Regular"  or  "Crystalline"  insulin,  and  "Semi-Lente"  insulin;  (2) 
intermediate-acting  —  which  includes  "NPH"  or  "Isophane"  insulin, 
"Lente"  insulin,  and  "Globin"  insulin;  and  (3)  long-acting  —  which 
includes  "PZI"  (Protamine  Zinc  Insulin),  and  "Ultra-Lente"  insulin. 
The  latter  three  kinds  (Globin,  PZI,  and  Ultra-Lente)  are  used  much 
less  frequently  than  the  other  kinds.   Often  a  short-acting  and  an 
intermediate-acting  insulin  are  given  together  ("mixed"  insulin  regimen). 
Other  times,  two  injections  daily  of  intermediate-acting  insulin  are 
used  ("split"  insulin  regimen).   Often,  other  combinations  are  given, 
e.g.,  morning  and  evening  injections,  each  with  short-acting  and  an 
intermediate-acting  insulin  ("split  and  mixed"  insulin  regimen) .   These 
various  combinations  are  used  because  of  variations  in  individual 
response  to  insulin,  varied  lifestyles,  and  the  imperfectness  of  insulin 
regimens  in  normalizing  blood  sugar.   The  more  complex  regimens  are 
usually  employed  by  those  practitioners  who  hold  to  the  philosophy  that 
"rigid  or  tight"  control  of  blood  sugar  is  important  in  minimizing 
complications . 


Insulin  is  available  in  the  United  States  in  three  concen- 
trations —  U40,  U80,  and  U100,  -which  correspond  to  40,  80,  and  100 
units  of  insulin  per  cc  of  solution,  respectively.   One  unit  of  any 
concentration  is  equivalent  to  one  unit  of  any  other  concentration. 
There  is  now  an  attempt  being  made  to  phase  out  U40  and  U80  usage  to 
facilitate  metrication  by  use  only  of  U100;  to  avoid  confusing  patients 
who  may  accidently  use  the  wrong  concentration  in  equipment  for  a 
different  concentration;   and  to  allow  focus  of  effort  both  in  pro- 
duction and  in  patient  education  to  be  unified.   When  disposable 
syringes  suitable  for  measuring  small  doses  of  U100  become  available, 
the  elimination  of  the  lower  concentrations  will  be  expedited. 

The  source  of  insulin  is  extr^^taonjfrom_p^ni^i^ea£e^_jof_ 
animals  coming  to  slaughter..   Both_beef  insulin  and  pork  insulin  are 
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produced.   The  usual  commercial  insulin  is  either  a  combination  of 
approximately  70%  beef  and  30%  pork  (Lilly  Company)  or  pure  beef 
(Squibb  Company).   Both  are  effective  in  human  beings,  but  both  differ 
in  structure  slightly  from  human  insulin.   Pork  insulin  differs  in 
only  one  of  51  amino  acid  positions  from  human  insulin.   Beef  insulin 
differs  in  four  of  51  positions.   Some  patients  may  benefit  from  use  of 
pure  beef,  or  more  often,  pure  pork  insulin.   This  is  true  in  those 
with  allergic  responses  to  insulin  which  may  be  seen  either  as  local 
allergies  or  as  resistance  to  insulin  action  (recognized  by  a  very 
large  dosage  requirement) . 

Recent  advances  have  allowed  the  insulin  production  process 
to  be  altered  so  that  insulin,  which  was  formally  marketed  only  92%  pure 
is  now  marketed  99%  pure  ("single  peak  insulin").   This  has  reduced  the 
frequency  of  allergic  reactions  and  has  provided  a  new  treatment  for 
"lipoatrophy."   (See  section  on  Lipoatrophy  and  Lipohyper trophy. ) 

One  problem  facing  management  of  diabetes  is  changing 
supply  and  demand  patterns  with  regards  to  insulin.   Supply  of  nancreases 
available  to  the  manufacturing  industry  for  insulin  production  is 
diminishing.   This  is  due  to  a  variety  of  factors,  including:   the 
increased  price  of  beef  and  pork  causing  decreased  numbers  of  animals 
to  come  to  slaughter;  increased  competition  for  pancreases  by  other 
industries  which  have  other  uses  for  pancreases;  increased  demand  for 
glucagon,  which  competes  for  insulin  production  processes  from  pan- 
creases; and  significant  losses  in  the  production  process  of  the  most 
purified  form  of  insulin  ("single  component"  insulin) .   Demand  for 
insulin  is  also  increasing  due  to:   increased  incidence  of  diabetes  in 
the  United  States  today;  higher  doses  of  insulin  used  by  physicians  in 
attempts  to  prevent  complications  of  diabetes;  and  increased  numbers  of 
patients  being  switched  from  oral  hypoglycemic  agents  to  insulin  due 
to  the  recent  controversy  over  use  of  oral  agents. 

e.   Oral  Hypoglycemic  Agents 

Oral  hypoglycemic  agents  are  drugs,  given  by  mouth,  which 
enhance  insulin  release  or  insulin  action  in  those  patients  with  some 
insulin  production  of  their  own  (the  insulin- independent ,  maturity- 
onset  category) .   These  agents  presently  have  no  defined  role  in  the 
management  of  the  insulin-dependent,  juvenile-onset  type  of  diabetes. 

There  are  several  such  drugs  commercially  available  in  the 
United  States.   They  fall  into  two  general  categories.   These  are  the 
sulfonylureas  (including  tolbutamide  or  Orinase,  acetohexamide  or 
Dymelor,  tolazamide  or  Tolinase,  and  chlorpropamide  or  Diabinese)  and 
the  biguanides  (including  phenformin  or  DBI  or  Meltrol) . 
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Although  these  agents  were  once  thought  to  be  a  panacea, 
their  role  in  the  treatment  of  the  patient  with  the  insulin- 
independent  type  of  diabetes  is  a  subject  of  current  controversy.   The 
controversy  is  based  on  interpretation  of  the  results  of  a  large  re- 
search study  by  a  group  of  12  universities  cooperating  as  the  University 
Group  Diabetes  Program  (UGDP) .   The  Food  and  Drug  Administration  (FDA) 
has  supported  the  findings  of  the  UGDP,  and  has  required  altered  labeling 
of  these  drugs.   These  findings  were  that  in  patients  treated  with  the 
oral  agents  tolbutamide  and  phenformin,  used  over  a  prolonged  period  at 
a  fixed  dose,  there  was  a  statistical  association  with  a  higher  death 
rate  from  cardiovascular  disease  than  was  seen  in  control  groups 
treated  with  placebo  or  insulin.   The  patients  treated  were  those  with 
mild  diabetes  without  symptoms.   Controversy  has  been  focused  on 
criteria  for  selection  of  patients;  the  fixed  dosage  regimen  used; 
extrapolation  of  the  findings  to  drugs  not  tested;  and  extrapolation  of 
findings  to  patients  with  more  severe  diabetes  with  symptoms,  particu- 
larly older  patients.   No  resolution  of  the  controversy  appears  forth- 
coming.  In  the  light  of  this,  it  would  appear  that  the  exact  role  of 
these  agents  cannot  be  clearly  defined.   However,  it  would  appear  that 
the  previous  statements  that  diet  and  weight  control  are  the  corner- 
stone of  management  of  these  patients  need  be  emphasized  and  that  these 
drugs  be  used  only  after  due  consideration  of  the  controversial  points 
and  with  the  knowledge  and  consent  of  the  patient. 

f .   Ketoacidosis 

The  most  characteristic  acute  complication  of  diabetes  is 
diabetic  ketoacidosis,  a  condition  in  which  the  lack  of  insulin,  often 
aggravated  by  the  stress  of  an  illness  or  injury,  leads  to  pronounced 
elevations  of  glucose  in  the  blood,  large  amount  of  glucose  in  the 
urine,  large  loss  of  water  and  salts  (dehydration),  and  an  accumulation 
of  substances  derived  from  the  rapid  breakdown  of  the  body  fat  called 
ketones.   Treatment  of  ketoacidosis  is  complex  and  ideally  should  be 
carried  out  in  a  hospital  by  a  physician  thoroughly  familiar  with  the 
extensive  metabolic  derangements  which  characterize  this  disorder. 
Delays  of  an  hour  or  two  in  recognition  of  ketoacidosis  may  decrease 
the  chances  for  survival;  hence,  the  need  for  education  of  patients, 
members  of  the  family,  and  all  nurses  and  physicians  in  the  nature  and 
initial  treatment  of  the  disorder.   Untreated,  ketoacidosis  is  in- 
evitably fatal;  treated,  it  usually  can  be  corrected  within  24  hours. 
The  frequency  of  diabetic  ketoacidosis  is,  to  some  extent,  a  measure 
of  the  success  of  the  education  to  the  public  in  recognizing  early 
symptoms  of  diabetes,  and  the  quality  of  instruction  given  to  persons 
with  previously  known  ketosis-prone  diabetes.   It  is  still  a  common 
problem  in  certain  areas  of  the  country  and  among  some  subgroups  of 
the  population. 
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Hyperosomolar  coma  superficially  resembles  ketoacidosis  but 
afflicts  the  person  with  adult-onset  diabetes.   As  in  ketoacidosis, 
the  blood  glucose  is  quite  high,  and  treatment  consists  of  the  adminis- 
tration of  insulin  and  solutions  of  water  and  salt. 

g.   Neuropathy 

Diabetes  affects  nerves  in  a  variety  of  ways.   Nerves  in 
the  person  with  diabetes  are  vulnerable  to  pressure.   Habitual  crossing 
of  the  legs  may  enhance  deterioration  of  the  nerve  running  to  the 
muscles  of  the  front  part  of  the  lower  leg,  so  that  the  person  cannot 
walk  without  dragging  his  foot.   Painful  burning  and  "pins  and  needles" 
sensations  may  develop  either  early  or  late  in  the  course  of  diabetes. 
Generally  this  painful  variety  of  diabetic  neuropathy  (sometimes  called 
"neuritis")  affects  the  feet  and  legs  most  severely,  but  may  also  in- 
volve the  hands  and  other  parts  of  the  body.   Fortunately,  this  painful 
phase  usually  lasts  only  a  few  months  or  one  or  two  years;  but  while  it 
is  present,  the  person  may  be  disabled  to  a  considerable  degree.   No 
effective  treatment  is  available  for  this  problem,  other  than  pain- 
relieving  drugs. 

There  is  often  also  an  insidious  and  often  unrecognized 
loss  of  sensation  in  the  feet  and  hands  with  longer  durations  of 
diabetes.   The  inability  to  perceive  pain  in  the  feet  may  result  in 
serious  injuries  from  burns  or  trauma.   When  the  foot  lacks  normal 
sensation,  the  tissues  often  heal  poorly  after  even  minor  injuries.   A 
callus  on  the  sole  of  the  foot  may  ultimately  cause  such  injury  to  the 
tissues  under  it  that  an  ulcer  or  open  sore  develops.   This  may  become 
infected  and  necessitate  amputation  of  the  foot  or  leg.   Impaired 
sensation  in  the  fingertips  is  so  common  in  long-standing  diabetes  that 
it  is  usually  not  possible  for  the  person  who  has  lost  vision  from 
diabetic  retinopathy  to  read  Braille. 

Diabetic  neuropathy  may  cause  sudden  pain  or  weakness  in 
the  upper  legs  and  pain  about  the  trunk. 

Some  of  the  semi-automatic  controlling  mechanisms  of  the 
bladder,  blood  vessels,  and  intestinal  tract  may  be  affected  in  diabetic 
neuropathy.   This  is  called  "autonomic"  neuropathy.   Rarely,  the  bladder 
may  lose  sensation  to  the  extent  that  large  amounts  of  urine  may 
accumulate  and  emptying  is  incomplete  without  the  person  being  aware  of 
anything  wrong.   Control  of  diabetes  is  made  more  difficult  in  this 
situation,  since  tests  of  the  urine  for  glucose  no  longer  reflect  the 
immediate  state  of  the  blood  glucose.   An  operation  to  open  the  neck  of 
the  bladder  and  bladder  training  procedures  may  be  of  help.   Impotence 
is  not  uncommon  in  diabetes  and  appears  to  be  the  consequence  of 
autonomic  neuropathy;  hormone  injections  are  of  no  help.   Of  course, 
men  with  and  without  diabetes  are  equally  vulnerable  to  psychologic 
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impotence.   Penile  prostheses  have  been  implanted  surgically  in  a  small 
number  of  patients  troubled  by  impotence. 

Impairment  of  the  nerves  controlling  the  caliber  of  blood 
vessels  interferes  with  the  automatic  blood  pressure  controlling  adjust- 
ments which  compensate  for  changes  in  posture.   The  person  with  this 
form  of  diabetic  neuropathy  may  have  a  sudden  fall  in  blood  pressure 
when  he  stands  and  fainting  may  result.   Medicines  designed  to  elevate 
blood  pressure  and  tightly-fitted  garments  which  apply  pressure  to  the 
lower  part  of  the  body  may  make  it  possible  for  such  a  person  to  resume 
reasonably  normal  activity. 

Involvement  of  the  nerves  supplying  the  intestines  may  cause 
intermittent  diarrhea,  sometimes  with  impairment  of  the  absorption  of 
nutrients  and  a  consequent  malnutrition.   The  use  of  small  amounts  of 
antibiotics  to  correct  an  abnormal  growth  of  bacteria  in  the  intestinal 
tract  may  at  times  control  such  diarrhea. 


Investigations  into  the  nature  of  diabetic  neuropathy 
suggest  that  the  myelin  sheath  (the  "insulation"  around  each  nerve 
fiber)  deteriorates.   Several  possible  metabolic  derangements  have  been 
identified  in  the  diabetic  nerve,  but  none  of  these  have  permitted  an 
effective  means  of  treatment.   A  view  that  neuropathy (and  perhaps  other 
complications  of  diabetes)  develops  independent  of  the  insulin  lack   im- 
plies that  control  of  glucose  levels  will  not  prevent  or  delay 
these  complications.   The  contrary  view,  that  neuropathy  and  other 
complications  are  consequences  of  the  metabolic  derangement  which  is 
characterized  by  elevation  of  blood  glucose  is  more  widely  held,  but 
generally  conventional  means  of  controlling  blood  glucose  have  not  been 
clearly  effective  in  preventing  or  relieving  the  complications. 

h.   Diabetes  and  the  Eye 

Diabetes  may  affect  the  eyes  in  several  ways.   Temporary 
blurring  of  vision  may  occur  as  a  consequence  of  large  fluctuations  in 
blood  glucose.   This  is  controlled  by  the  ordinary  measures  of  regulating 
blood  glucose  levels  and  does  not  constitute  a  long-term  problem. 
Cataracts,  which  consist  of  a  clouding  of  the  lens  of  the  eye,  are  more 
common  and  occur  at  an  earlier  age  in  the  person  with  diabetes.   The 
mechanism  for  cataract  formation  is  thought  to  be  the  accumulation  of 
sorbitol  and  fructose  (close  chemical  relatives  of  glucose)  within  the 
lens  as  a  consequence  of  persistently  elevated  blood  glucose  levels.   If 
this  hypothesis  is  correct,  then  better  control  of  glucose  should  lessen 
the  frequency  of  cataract  formation.   Once  a  cataract  is  formed,  con- 
ventional cataract  surgery  is  effective  in  restoring  vision.   Glaucoma 
may  result  from  new  blood  vessels  which  grow  on  the  surface  of  the  iris 
(rubeosis  iridis)  and  thus  leads  to  blindness. 
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^\he  greatest  threat  to  vision  in  diabetes  is  retinopathy. 
This  tends  to  develop  after  several  years  of  diabetes  and  becomes  more 
severe  in  the  second  and  third  decades  of  the  disease.   The  small  blood 
vessels  in  the  retina  (the  retina  is  the  thin  lining  of  the  back  portion 
of  the  eye  which  is  sensitive  to  light  and  can  be  thought  of  as  corre- 
sponding to  the  film  in  a  camera)  become  fragile,  bleeding  occurs  into 
the  substance  of  the  retina  and  into  the  interior  of  the  eye,  and 
ultimately  vision  may  be  lost.   Diabetes  is  a  common  cause  of  blindness 
and  accounts  for  perhaps  8-16%  of  all  blindness.'  It  is  estimated  that 
90%  of  persons  who  have  had  diabetes  more  than  20  years  will  have 
evidence  of  retinopathy. 

While  removal  or  destruction  of  the  pituitary  gland  causes 
improvement  in  or  stops  the  progression  of  retinopathy  in  a  substantial 
proportion  of  cases,  the  risks  and  medical  problems  associated  with  this 
procedure  are  regarded  as  ordinarily  outweighing  the  benefits  and  now 
the  procedure  is  seldom  performed.   The  directing  of  a  beam  of  intense 
light  into  the  back  of  the  eye  is  used  to  destroy  tufts  of  new  blood 
vessels,  the  most  common  source  of  serious  bleeding.   This  process  is 
called  photocoagulation,  or  laser  therapy.   When  scar  tissue  or  accumu- 
lated blood  in  the  central  part  of  the  eye  interferes  with  vision,  it  is 
sometimes  possible  to  remove  this  barrier  to  light  by  an  operation  called 
vitrectomy.   These  modes  of  therapy  still  leave  much  to  be  desired, 
although  they  are  helpful,  and  new  methods  of  treatment  or  prevention  are 
greatly  needed. 


l. 


Diabetes  and  the  Kidney 


Diabetes  may  adversely  affect  the  kidneys.   If  bladder 
emptying  is  impaired  by  diabetic  neuropathy,  back  pressure  of  the  urine 
and  chronic  infection  may  cause  kidney  function  to  deteriorate.   Urinary 
infection  is  thought  to  be  more  frequent  in  diabetes  and  may  cause 
serious  damage  to  the  kidneys,  a  process  called  pyelonephritis. 

The  most  common  mechanism  by  which  diabetes  affects  the 
kidneys  consists  of  thickening  of  the  small  blood  vessels  and  other 
components  of  the  tiny  filtering  devices  in  the  kidney  called  the 
glomeruli.   This  process  is  called  diabetic  nephropathy,  and  tends  to 
occur  in  the  second  to  fourth  decades  after  the  diabetes  has  been  dis- 
covered.  There  appears  to  be  a  progressive  increase  in  incidence  of 
nephropathy  over  this  time.   However,  prevalence  of  nephropathy  tends 
to  plateau  with  approximately  40-50%  of  patients  with  diabetes  for  30-40 
years  ultimately  developing  the  condition.   The  kidney  gradually  fails 
in  its  task  of  disposing  of  the  waste  products  of  the  body;  blood 
pressure  is  elevated  and  heart  attacks  or  stroke  are  more  likely  to 
occur.   The  accumulation  of  waste  products  in  the  blood  can  be  slowed 
by  a  diet  restricted  in  protein.   When  this  procedure  no  longer  will 
keep  the  level  of  waste  products  within  acceptable  limits,  then  their 
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removal  can  be  accomplished  by  a  process  of  dialysis.   This  requires  a 
rather  elaborate  machine  and  must  be  carried  out  at  intervals  of  a  week 
or  less  in  treatments  lasting  a  number  of  hours.   Transplantation  of  the 
kidney  promises  a  better  chance  of  survival  and  greater  convenience  of 
living  than  does  dialysis,  but  the  surgical  and  medical  resources  re- 
quired for  transplantation  and  the  difficulties  of  obtaining  donor 
kidneys  greatly  limit  this  procedure. 

Nephropathy  remains  the  greatest  threat  to  life  in  juvenile- 
onset  diabetes.   Current  methods  of  treatment  are  not  satisfactory,  and 
only  further  research  in  the  basic  metabolic  disturbances  of  diabetes  is 
likely  to  yield  better  therapeutic  or  preventive  measures.   It  would 
appear  particularly  important  to  define  the  apparent  subclasses  of 
diabetes  that  are  susceptible  to  nephropathy,  and  those  protected  from 
it.   Based  on  the  maximum  prevalence  of  40-50%  of  patients  at  risk  after 
30-40  years  of  diabetes,  such  subclasses  appear  to  exist. 

j .   Vascular  Disease  in  Diabetes 


Atherosclerosis,  commonly  called  "hardening  of  the  arteries," 
is  a  process  of  deposition  of  cholesterol  and  other  fats  in  the  lining 
of  the  larger  and  medium-sized  arteries  with  associated  changes  in  the 
muscle  and  connective  tissue  cells  of  the  walls  of  these  blood  vessels. 
The  result  of  this  is  irregular  narrowing  of  the  channel  through  which 
the  blood  flows,  and,  at  times,  a  weakening  of  the  wall.   Atherosclerosis 
occurs  with  greater  frequency  and  often  at  an  earlier  age  in  the  person 
with  diabetes.   Sustained  elevated  blood  pressure  (hypertension)  may 
increase  the  hazards  from  atherosclerosis.   Elevated  levels  of  cholester- 
ol or  triglycerides  in  the  blood  may  contribute  to  atherosclerosis,  but 
are  not  a  necessary  condition  for  this  complication  to  develop. 

When  the  coronary  arteries  are  involved,  portions  of  the 
heart  muscle  may  be  deprived  of  an  adequate  blood  supply  and  a  heart 
attack  (myocardial  infarction)  can  result.   When  the  vessels  to  the 
brain  are  affected,  a  stroke  (cerebral  infarct)  can  occur.   Although 
heart  attacks  and  strokes  are  encountered  more  frequently  in  persons 
with  diabetes,  the  most  striking  manifestation  of  atherosclerosis  in 
diabetes  is  the  narrowing  of  the  arteries  leading  to  the  lower  part  of 
the  body.   This  process  is  sometimes  called  arteriosclerosis  obliterans. 
While  this  can  occur  in  the  nondiabetic  individual,  it  is  far  more 
common  in  diabetes. 


The  likelihood  of  developing  coronary  disease  can  be 
roughly  quantified  by  measuring  a  number  of  personal  characteristics 
called  risk  factors.   Among  these  factors  are  age,  male  sex,  elevated 
blood  pressure  (hypertension),  elevated  blood  cholesterol,  cigarette 
smoking,  diabetes  mellitus,  obesity,  and  physical  inactivity.   On  the 
average,  diabetics  are  more  obese,  have  higher  blood  pressure,  and 
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higher  blood  fats  than  nondiabetics.   It  is  therefore  likely  that  more 
than  37%  of  the  diabetic  population  has  at  least  two  of  the  three  major 
cardiovascular  risk  factors. 

Some  risk  factors  (e.g.,  age  and  sex)  are  inherent  and 
therefore  not  easily  modified;  the  majority  of  risk  factors,  however, 
can  be  modified  completely  or  in  part.   Studies  currently  being  con- 
ducted will  soon  define  which  risk  factor (s)  should  be  modified  and 
how  vigorously  in  diabetics  and  in  the  general  population.   The  prudent 
advice  to  the  general  population  of  cessation  of  cigarette  use,  attain- 
ment of  ideal  weight,  and  regular  moderate  exercise  would  seem  particu- 
larly appropriate  for  diabetic  patients.   Those  with  hyper tension  and 
blood  fat  abnormalities  should  have  specific  therapy  including  diet  and, 
if  needed,  medication. 

Specific  treatment  of  established  coronary  artery  disease 
and  its  sequellae  -  angina  myocardial  infarction  -  by  medical  and 
surgical  means  is  essentially  the  same  in  persons  with  diabetes  as  m 
others  with  these  problems. 

Decreased  blood  flow  to  the  legs  results  in  susceptibility 
to  infection.   Pain  may  be  provoked  by  walking,  a  symptom  called 
claudication.   Minor  injuries  to  the  feet  or  toes  may  result  in  serious 
infections,  and  the  ultimate  need  for  amputation.   Prolonged  hospitali 
zation  is  often  required  for  the  healing  of  injuries  to  the  blood- 
served  foot   Arteriosclerosis  obliterans  is  a  common  cause  of  prolonged 
disability.   The  use  of  tobacco  narrows  the  small  blood  vessels  and 
further  deprives  the  tissues  of  their  blood  supply;  smoking  is  most  un- 
desirable in  this  condition.   Medicines  to  increase  the  flow  o blood 
are  only  marginally  effective.   Operations  or  injections  to  ^errupt 
the  autonomic  nerves  to  the  legs  (sympathectomy)  may  increase  blood  flow 
somewhat,  but  often  the  process  of  neuropathy  has  already  resulted  m 
this  interruption  of  nerve  function.   Operations  to  bypass  narrowed 
segments  of  the  large  arteries  in  the  abdomen  or  legs  have  been  ef- 
fective in  restoring  the  flow  of  blood  to  the  lower  portion  of  the  legs 
Whether  such  an  operation  is  possible  in  a  given  ^Y^f'^tTl^Te 
by  special  X-rays  performed  after  the  injection  of  a  dye  into  the  large 
artery  in  the  abdomen. 

Prevention  of  atherosclerosis  rather  than  corrective  surgery 
is  perhaps  our  greatest  need.   It  is  reasonable  to  believe  that  good 
control  of  diabetes  and  dietary  modification  to  help  correct  any  ele- 
vatlon  of  blood  cholesterol  or  triglycerides  will  delay  atherosclerosis, 
but  we  have  no  convincing  proof  that  this  is  true.   In  addition,  since 
the  diabetic  population  is  at  increased  risk  of  vascular  complications 
a  risk  which  is  not  entirely  explained  by  concomitant  risk  factors,  it 
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appears  that  a  recommendation  for  risk  factor  modification  should  be 
even  more  rigorously  proposed  here  than  for  the  general  population. 

k.   Care  of  Feet 


Among  the  complications  to  which  people  with  diabetes  are 
susceptible,  potential  damage  to  the  feet  offers  some  of  the  best  oppor- 
tunities for  prevention  through  proper  care. 

Both  diabetic  neuropathy  and  diabetes  associated  vascular 
disease  predispose  to  injury  and  infection  in  the  feet,  and  at  times, 
gangrene,  requiring  amputation.   Education  in  proper  foot  care  can  do 
much  to  prevent  injury  or  infection.   The  services  of  a  podiatrist  can 
often  be  extremely  valuable  in  demonstrating  proper  self-care  of  the 
feet  and  in  treating  various  potentially  dangerous  foot  problems. 

Judicious  treatment  is  important,  including  avoidance  of 

_f_i  _.•       ■■  ..- 


most  commercial  preparation 
good. 


corn  cures"  which  can  do  more  harm  than 


There  are  major  needs  for: 

1)  more  educational  materials  on  foot  care, 

2)  more  accessible  foot  services, 

3)  review  and  control  (e.g.,  by  FDA  or  similar  agency) 
of  commercially  available  foot  products, 

4)  education  of  other  professionals  in  proper  foot  care, 
and 

5)  the  inclusion  of  evaluation  of  the  feet  in  multiphasic 
screening. 

!•   Lipoatrophy  and  Lipohypertrophy 

Areas  of  fat  loss  (lipoatrophy)  or  fat  accumulation 
(lipohypertrophy)  appear  in  some  patients  near  insulin  injection  sites. 
They  can  usually  be  prevented  by  rotation  of  injection  sites  to  multiple 
regions  of  the  body  (thighs,  upper  arms,  abdomen,  buttocks)  and  multiple 
areas  in  each  region.   Lipoatrophy  can  be  treated  by  injection  of  "single 
peak  insulin"  into  the  periphery  of  lipoatrophic  sites.   If  such  therapy 
fails,  "single  peak  pork  insulin"  or  "single  component  pork  insulin" 
(the  most  highly  purified  insulin  available)  may  be  used  for  treatment 
of  lipoatrophy.   Lipohypertrophy  remains  a  problem  without  effective 
therapy. 
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m. 


Diabetes  and  the  Skin 


The  skin  may  undergo  characteristic  changes  in  diabetes, 
but  ordinarily  these  are  mainly  a  cosmetic  problem.   Areas  of  yellow- 
brown  pigmentation  with  depressed  centers,  an  inch  or  more  in  diameter, 
cal^neTrobiasis  lipoidica  diabeticorum,  may  occasianally^appear  on 
the  skin   These  are  quite  characteristic  in  appearance.   The  use  ot 
cortisone-like  agents  injected  into  the  margins  of  these  areas  may  be 
helpful!  Small  brown  spots  which  resemble  superficial  scars  are  seen 
frequently  on  the  shins  of  persons  with  diabetes,  but  ordinarily  are 
scarcely  noticed.   Itching  of  the  skin  traditionally  has  been  regarded 
as  a  sign  of  diabetes,  but  there  is  little  evidence  that  generalized 
itching  is  a  consequence  of  diabetes.   Infections  of  the  mouth,  vagina, 
or  genital  areas  with  a  fungus  of  the  Candida  genus  are  common  and  may 
else  severe  itching;  generally  such  an  infection  can.be  «^J~reA 
successfully  if  the  blood  glucose  levels  are  adequately  controlled.  A 
number  of  available  medications  are  reasonably  effective  in  the  treat- 
ment of  infections  with  Candida  and  Trichophytosis  (athlete  s  foot) . 
Other  skin  changes  or  disorders  which  have  some  association  with 
diabetes  include:   vitiligo  (splotchy  areas  of  loss  of  pigment) 
hemochromatosis  (a  browning  of  the  skin  with  ^-^  ^^^nd 
amounts  of  iron  in  the  skin,  liver,  pancreas,  and  other  organs),  and 
lipodystrophy  (a  shriveling  up  of  the  fat  beneath  the  skin)   Hemo- 
chromatosis can  be  treated  by  periodic  withdrawal  of  blood  to  decrease 
the  stores  of  iron  in  the  body. 

Except  for  perhaps  necrobiosis,  there  are  no  outward  signs 
by  which  a  person  can  be  identified  as  having  diabetes.   There  are  no 
distinctive  patterns  of  hair  growth  or  hair  loss,  and  no  changes  m 
facial  features  which  are  characteristic  of  diabetes. 

n.   Infections  in  Diabetes 

Diabetes  may  render  a  person  vulnerable  to  a  number  of  in- 
fections, some  common  and  some  rare.   Boils,  carbuncles   J^^g8 
infections  are  more  common  in  diabetes,  but  usually  only  if  the  diabete. 
Is  Poorly  controlled.   Urinary  infections  are  more  common  perhaps  be- 
cause tne  ^sence  of  glucose  facilitates  growth  of  bacteria  in  the 
urine.   Inflammation  of  the  gums  and  about  the  roots  of  the  teeth 
"periodontal  disease)  is  more  common  in  diabetes  and  it  is  advisable 

hat  persons  with  diabetes  consult  their  dentists  l^^^L 
meticulous  care  of  their  teeth.   Treatment  of  all  infectious  diseases 
is  constantly  being  improved,  and  it  is  likely  that  with  the  develop- 
ment of  new  antibiotics  and  other  anti-microbial  agents,  "^xon^caa 
be  controlled  more  readily  in  the  presence  of  diabetes.   (Infections  or 

the  skin  are  also  discussed  in  the  section  on  Diabetes  and  the  Skin.) 
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o.   Pregnancy  and  Diabetes 

Pregnancy  in  the  woman  who  has  diabetes  can  be  a  major 
problem.   Diabetes  occurring  at  this  age  is  ordinarily  of  the  ketosis- 
prone  variety,  and  pregnancy  itself  tends  to  cause  the  development  of 
ketones.   The  need  for  insulin  gradually  increases  during  the  course  of 
pregnancy,  and  the  woman  is  more  vulnerable  to  ketoacidosis.   Im- 
mediately after  the  delivery  the  need  for  insulin  decreases  to  near 
zero  levels  for  a  few  days,  and  she  is  quite  vulnerable  to  insulin 
reactions.   Careful  control  of  the  diabetes  through  pregnancy  confers 
the  best  chance  for  a  successful  outcome.   The  risk  of  pregnancy  to  a 
woman  is  very  little  greater  if  she  has  diabetes  than  if  she  does  not. 
On  the  other  hand,  the  risk  to  the  infant  is  appreciably  greater,  and 
even  under  the  best  of  circumstances,  the  changes  for  the  infant  dying 
either  before  or  shortly  after  birth  are  appreciably  greater  than  for 
the  nondiabetic  mother.   Because  of  the  uncertainties  of  the  outcome  of 
pregnancy  in  diabetes,  some  women  with  diabetes  choose  not  to  become 
pregnant.   Many  factors  are  involved  in  this  decision,  and  the  physician 
often  will  spend  considerable  time  in  discussing  the  various  factors  in 
a  pregnancy  with  prospective  parents . 


Pregnancy  causes  many  complex  changes  in  the  functioning  of 
the  body,  and  these  are  intimately  related  to  insulin,  growth  hormone, 
and  other  hormonal  changes  which  are  disordered  in  diabetes.   It  is 
possible  that  research  will  yield  tools  which  will  permit  a  better 
chance  of  a  successful  outcome  in  pregnancy  for  the  woman  with  diabetes 

Indications  of  diabetes  may  develop  during  pregnancy  and 
disappear  after  delivery  of  the  baby.   This  is  called  "gestational" 
diabetes  and  may  be  a  precursor  of  diabetes  to  come  in  later  life. 
Gestational  diabetes  increases  the  risks  associated  with  pregnancy,  but 
to  a  much  lesser  degree  than  in  the  frankly  diabetic  mother. 


There  is  no  clear  evidence  that  the  father  having  diabetes 
influences  the  health  of  the  baby,  but  the  question  has  been  raised. 

p.   Psychological  Aspects 

The  psychological  cost  of  diabetes  is  enormous,  even  though 
it  cannot  be  measured  accurately  in  dollars.   This  results  from  the 
unique  demands  and  threats  that  diabetes  imposes  on  the  patient  and  his 
family.   These  involve  daily  medication  (often  including  daily  in- 
jections), the  need  for  adherence  to  a  dietary  regimen,  frequent 
testing  of  urine  specimens,  regulation  of  activity,  and  frequent 
physician  visits.  vVThe  immediate  threats  of  diabetes  are  those  of  in- 
sulin reactions  or  of  life  threatening  ketoacidosis.   In  addition,  the 
long-term  problems  of  potential  blindness,  kidney  failure,  and  pre- 
mature death  hang  as  a  type  of  Damocles  sword  over  the  patient  and  his 
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family.   Diabetes  thus  has  the  strong  potential  for  bringing  to  the 
surface  any  psychological  vulnerability  in  the  patient  or  his  family. 

These  issues  are  most  dramatically  seen  in  the  child  with 
diabetes.   The  initial  diagnosis  can  bring  shock,  grief,  and  anxiety 
to  the  family,  and  may  be  accompanied  by  a  "Why  me?'  depression  m  the 
child   The  quality  of  the  emotional  repair  process  which  then  ensues 
can  have  long-term  consequences  to  all  the  members  of  the  family,  not 
lust  the  diabetic  child.   If  the  family  becomes  focused  about  the  child 
who  has  diabetes,  significant  problems  are  likely  to  occur  in  the 
husband-wife,  parent-other  children,  and  the  siblin8-sxbl^8„r^f,%^r 
relationships.   It  is  not  uncommon  for  diabetic  children  to  use   their 
disease  or  to  manifest  behavioral  disturbances  which  involve  the  diabetic 
regimen.   Just  as  diabetes  may  be  a  trigger  for  emotional  difficulties, 
it  is  also  clear  that  emotions  can  play  a  definite  role  in  the  course 
and  control  of  the  diabetes.   In  its  most  glaring  example,  children  have 
been  described  whose  emotional  arousal  can  directly  and  causally  lead  to 
diabetic  acidosis.   It  has  been  estimated  that  pediatric  diabetologists 
spend  at  least  50%  of  their  time  with  patients  providing  emotional 
support  and  counseling,  but  the  results  of  this  are  often  rather  mixed. 


Although  the  pre 
emotional  impact  of  diabetes 
diagnosis  of  diabetes  in  an 
that  patient  and  his  family, 
problems  of  the  disease  are 
failing  vision  secondary  to 
consequences  not  only  to  the 
friends,  employer,  and  socie 
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the  same.   It  is  equally  obvious  that 
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ty  at  large. 


The  traditional  response  of  the  medical  profession  to  these 
problems  has  been,  all  too  often,  to  give  it  lip  service  as  being 
"terribly  important,"  and  then  to  disregard  it  as  a  major  factor  in 
management.   To  be  fair,  part  of  the  reason  for  this   lip  service  re- 
lates to  the  absence  of  a  large  first  class  body  of  sound  scientific 
knowledge  in  this  area  which  would  guide  therapy.   Aphorisms  such  as 
"know  thy  patient"  and  "individualize  therapy"  are  used  to  cover  the 
lack  of  knowledge.   Paradoxically,  emotional  consequences  are  sometimes 
used  to  justify  a  regimen  which  may  be  less  than  medically  optimal,  as 
when  a  physician  chooses  to  disregard  serious  overnight  hyperglycemia 
because  the  introduction  of  a  second  injection  of  insulin  will  cause 
major  upset  to  the  patient  and  the  family. 

What  this  means,  in  vastly  oversimplified  terms,  is  that 
there  is  in  diabetes  a  complex  relationship  between  the  patient,  the 
family,  the  physician,  and  the  disease.   Disturbances  in  these  inter- 
relationships have  a  significant  impact  on  the  patient,  the  tamily, 
and  the  medical  outcome  of  that  patient.   The  resultant  costs  to  the 
family  in  terms  of  pain  and  suffering  are  not  accountable  in  terms  ot 
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dollars,  but  there  are  heavy  monetary  costs  to  society  at  large  due  to 
excessive  hospitalization,  loss  of  time  at  school  or  work,  and  likeli- 
hood that  poor  control  may  lead  to  earlier  development  of  significant 
vascular  damage.   Part  of  the  current  difficulty  in  this  area  stems  from 
the  fact  that  traditional  medical  practices  focus  almost  exclusively  on 
the  individual  patient.   This  is  clearly  insufficient  in  a  chronic 
disease  such  as  diabetes.   The  best  possible  care  can  only  be  delivered 
when  a  patient  and  his  illness  are  viewed  within  a  social  context.   In 
other  words,  what  diabetes  does  to  the  whole  family,  and  how  that 
family  handles  the  appearance  of  diabetes,  are  important  variables  in 
the  ultimate  outcome  and  cost  of  the  given  individual's  disease. 

It  would  appear  clear  from  the  above  consideration  that 
recognition  of  the  social  and  emotional  context  of  diabetes  forms  an 
important  part  of  the  overall  care  in  this  illness.   In  order  to  provide 
guidance  for  the  conscientious  physician  and  to  move  away  from  aphorisms, 
it  will  be  necessary  to  support  research  which  will  expand  scientific 
knowledge  of  the  key  relationships  between  patient,  family,  physician, 
and  disease.   Only  then  will  we  be  able  to  move  into  an  era  in  which 
specific  diagnosis  and  rational  therapy  will  provide  the  much  needed 
help  in  this  important  area. 


q.   Treatment  Needs  of  Children  with  Diabetes  Mellitus 

When  diabetes  occurs  in  children,  it  demands  special  con- 
sideration because  of  the  nature  of  the  disease,  its  treatment,  and  the 
associated  acute,  intermediate,  and  long-term  complications. 

It  is  currently  estimated  that  there  are  86,000  children 
with  diabetes  in  the  United  States.   When  the  disease  appears  at  this 
early  age,  it  usually  presents  itself  in  its  most  malignant  form  and  re- 
quires special  skills,  knowledge,  and  stability  among  the  patients, 
their  families,  and  those  who  care  for  them. 


The  onset  of  the  disease  is  usually  rapid  and  frequently 
fulminating.   Most  children  need  to  be  hospitalized  immediately  and 
treated  vigorously.   Insulin  and  diet  therapy  are  immediately  initiated 
and  metabolic  stability  re-established.   Family  members  and  the  patient 
must  be  instructed  in  the  nature  of  the  disease,  its  treatment,  and  the 
demands  it  will  make  upon  the  household  and  those  with  whom  the  child 
associates.   Without  skillful  professional  guidance  and  support,  this 
sudden  transition  from  a  normal  child  to  a  "diabetic"  can  be  over- 
whelming for  families.   Emotional  support  as  well  as  physiological  must 
be  available. 


When  these  children  are  discharged  from  the  hospital,  they 
are  not  cured  but  must  carry  out  a  rigorous  therapeutic  plan  every  day 
of  their  life  if  the  disease  is  to  be  controlled.   The  degree  to  which 
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diabetes  can  and  should  be  controlled  on  a  day-to-day,  year-to-year 
basis  as  well  as  the  effectiveness  of  control  is  the  subject  of  a  major 
therapeutic  controversy. 

There  is  no  doubt  that  the  acute  complications  of  insulin 
reactions  and  acidosis  can  be  minimized  by  close  control  as  can  the 
intermediate  complications  associated  with  growth  and  development.   The 
effect  of  control  upon  the  long-term  complications  associated  with  the 
small  blood  vessels  has  been  questioned. 

There  are  no  long-term  prospective  studies  available  which 
positively  prove  that  existing  modes  of  treatment  for  diabetes  mellitus 
can  successfully  prevent  the  long-term  complications  associated  with 
the  disease.   Current  modes  of  therapy  consist  primarily  of  diet, 
exercise,  and  insulin.   It  is  conceivable  that  perhaps  these  therapeutic 
modalities  are  sufficient  to  control  the  disease  if  they  could  be  de- 
livered in  an  appropriate  manner  to  the  patient.   Current  enthusiasm  for 
the  development  of  an  artificial  pancreas  lies  not  in  the  development  of 
a  cure  but  in  the  invention  of  a  new  mode  of  delivering  an  existing 
medication;  namely  insulin.   Evidence  is  beginning  to  accumulate  that 
control  of  the  level  of  glucose  in  the  blood  using  insulin,  diet,  and 
exercise  is  effective  in  minimizing  long-term  complications  associated 
with  the  disease  in  animals  and  in  some  groups  of  patients.   The  effects 
of  the  rigidity  of  such  a  therapeutic  plan  upon  patients,  their  family 
members,  the  health  professionals  involved,  and  society  in  general 
frequently  demands  more  wide-spread  knowledge,  acceptance,  and  compliance 
than  our  present  day  society  possesses.   The  daily  demands  of  pre- 
determining  physical  activities,  eating  five  or  six  meals  of  prescribed 
quantity  and  quality,  injecting  oneself  with  insulin  one,  two  three,  or 
possibly  even  four  times  a  day,  in  addition  to  testing  urine  for  sugar 
before  each  meal  and  at  bedtime  may  have  severe  repercussions  on  those 
with  the  disease.   The  limitations  of  job  activities  and  the  shortened 
life  expectancy  together  with  the  rigor  of  conducting  such  a  demanding 
lifestyle  has  its  effect  on  the  emotional  and  physiological  aspects  of 
these  children.   This  is  particularly  true  when  young  children  with 
diabetes  are  confronted  with  such  devastating  prospects  as: 

•  Among  juveniles  with  diabetes  followed  for  ten  years 
or  longer  —  62%  develop  retinopathy. 

•  Twenty  percent  of  those  with  juvenile  diabetes  develop 
hypertension  after  ten  years. 

•  Among  young  diabetics  who  have  their  disease  more  than 
ten  years,  close  to  100%  demonstrate  glomerulosclerosis. 

•  Approximately  one-half  of  all  juvenile  diabetic  patients 
now  living  will  die  of  renal  disease  with  a  mean  duration 
of  life  of  approximately  25  years  after  diagnosis. 
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Quality  health  care  for  the  child  with  diabetes  demands 
knowledgeable  health  care  professionals  working  closely  with  cooperative 
patients  and  their  families.   Currently,  a  "normal  life"  is  never 
promised  but  together  this  team  is  responsible  for  providing  the  best 
disease  control  possible  depending  upon  the  individual  child's  needs 
and  resources.   It  is  obvious  that  thousands  of  children  face  an  un- 
certain future  which  balances  precariously  upon  the  future  discovery  of 
new  modes  of  therapy  and  upon  the  development  of  improved  systems  in 
which  those  discoveries  are  provided. 


r. 


Hypoglycemia 


When  therapy  for  diabetes  is  instituted  particularly  in  the 
juvenile  or  insulin-dependent  diabetic  patient  a  number  of  problems  can 
be  anticipated.   One  of  the  problems  that  invariably  arises  is  the  diff- 
iculty in  achieving  a  balance  between  food  intake  and  medication.   The 
metabolic  abnormalities  leading  to  ketoacidosis  and  coma  are  important 
and  potentially  severe.   Equally  important  are  the  manifestation  of  a 
low  blood  glucose  level,  hypoglycemia. 


Hypoglycemia  may  be  manifest  in  a  variety  of  ways  depending 
on  the  previous  blood  glucose  level,  the  rate  at  which  the  hypoglycemia 
develops, and  the  absolute  blood  glucose  level  at  hypoglycemia.   Each 
individual  diabetic  patient' s  response  to  the  variables  noted  above  is 
distinct.   Blood  glucose  levels  which  produce  severe  symptoms  in  one 
individual  may  produce  no  detectable  abnormality  or  only  minimal  symptoms 
in  another.   Certain  patients  may  respond  with  minor  emotional  changes 
such  as  irritability  or  changes  in  attitude  while  others  may  develop  the 
classic  symptoms  of  hypoglycemia  including  hunger,  weakness,  trembling, 
sweating. and  progress  on  to  unconsciousness  or  seizures.   The  most 
severe  forms  of  hypoglycemia  result  in  "hypoglycemic  coma"  or  "insulin 
shock".   It  is  the  danger  of  these  severe  insulin  reactions  that  is  the 
limiting  factor  in  attempting  to  control  blood  sugar. 

Hypoglycemia  is  a  potential  problem  for  all  diabetic  patients, 
even  those  not  requiring  insulin, but  this  complication  is  increased 
markedly  in  the  insulin-dependent  diabetic  and  is  an  ever  present  threat 
in  the  more  brittle  diabetic.   Indeed,  every  insulin-dependent  patient 
with  diabetes  goes  to  bed  each  night  with  the  danger  of  never  waking  up 
the  next  morning,  should  he  have  a  severe  insulin  reaction  during  that 
night.   Active  children  with  juvenile  diabetes  are  especially  prone  to 
hypoglycemia.   Exercise  particularly  in  varied  levels  when  added  to  the 
insulin  will  lower  the  blood  glucose  level. 


All  patients  and  their  families  must  be  prepared  to  treat 
hypoglycemia.   The  milder  symptoms  may  be  treated  orally  with  just 
sugar-containing  food  (sugar  cubes,  fruit  juice,  candy).   More  severe 
reactions  may  still  be  treated  orally  but  with  concentrated  glucose  or 
honey  which  can  be  absorbed  from  the  mucosa  of  the  mouth  as  well  as  the 
stomach.   This  is  particularly  important  in  partially  conscious  patients. 
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The  most  severe  reactions  require  administration  of  intravenous  glucose 
or  injections  of  glucagon,  a  hormone  which  raises  blood  sugar.   Every 
family  of  a  person  with  diabetes  should  have  glucagon  available  for 
emergencies  and  should  have  instructions  in  its  use.   Parents  of 
children  with  diabetes  should  be  sure  school  personnel  have  the  ability 
to  recognize  and  treat  hypoglycemia,  including  the  use  of  glucagon.   It 
is  through  the  early  recognition  and  proper  early  treatment  that  the 
more  severe  complications  of  hypoglycemia  can  be  prevented. 

3.   Future  Direction  in  Modes  of  Therapy 

The  key  to  development  of  better  modes  of  therapy  for  diabetes 
mellitus  is  a  better  understanding  of  the  disease  process.   This  involves 
better  understanding  at  several  levels:   etiology  and  pathogenesis  —  the 
nature  of  the  defects  that  cause  diabetes;  classification  based  on 
pathogenetic  mechanisms,  severity  of  disease,  and  risk  of  complications; 
definition  of  what  constitutes  ideal  metabolic  control;  clear  under- 
standing of  the  relationship  between  ideal  metabolic  control  and  the 
vascular  complications  of  diabetes  mellitus;  understanding  of  the 
mechanism  of  development  of  complications;  etc. 

An  area  in  which  the  development  of  new  modalities  of  treatment 
will  be  extremely  important  is  that  relating  to  the  prevention  of  onset 
of  clinical  manifestations  of  diabetes  mellitus.   Current  concepts 
suggest  that  diabetes  mellitus  is  a  disease  which  has  a  genetic  basis 
but  is  precipitated  and  mediated  by  environmental  factors.   Little  is 
known  relative  to  the  mechanisms  by  which  environmental  factors  pre- 
cipitate the  disease.   Nutrition  and  eating  patterns  are  important  as 
the  incidence  of  the  maturity-onset  type  of  diabetes  mellitus  increases 
in  societies  with  Western  culture  diets  and  is  markedly  increased  in  the 
obese.   Agents  which  can  influence  the  hypothalamic  control  of  eating 
and/or  modify  hypothalamic  centers  that  influence  glucose  regulation 
offer  very  promising  means  of  decreasing  the  incidence  of  adult-onset 
diabetes  mellitus.   Several  recent  studies  raise  the  possiblity  that  some 
cases  of  the  juvenile-onset  type  of  diabetes  mellitus  may  be  the  result 
of  viral  infection  of  the  islets.   If  viruses  do  cause  some  cases  of 
juvenile-onset  diabetes  mellitus  then  understanding  epidemiological 
patterns,  the  isolation  of  the  virus,  and  the  production  of  a  vaccine 
could  eliminate  these  cases. 

In  those  in  whom  diabetes  has  developed,  ideally  the  rejuvenation 
of  beta-cell  function,  to  restore  insulin  secretion  in  response  to  usual 
physiologic  stimuli,  would  correct  diabetes.   This  might  be  possible 
pharmacologically  (with  new  kinds  of  drugs)  or  biologically  (e.g.,  with 
viruses  which  augment  replication  of  beta  cells  —  a  feat  already 
achieved  in  tissue  culture) . 
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Basic  science  advances  in  the  last  decade  have  redefined  our 
understanding  of  the  complex  biochemical  and  hormonal  regulation  in- 
volved in  carbohydrate  and  lipid  homeostasis.   Disturbances  at  a  number 
of  different  sites  may  lead  to  alterations  of  carbohydrate  and  lipid 
metabolism  and  diabetes  mellitus.   Characterization  of  such  defects  in 
man  could  lead  to  defining  subclasses  of  diabetes  mellitus  which  might 
allow  us  to  associate  specific  types  of  biochemical  defects  with  specific 
clinical  courses  of  disease  progression. 


The  same  approach  can  be  used  to  conceptualize  the  development 
of  therapeutic  agents  that  could  correct  the  metabolic  defects  of 
diabetes  mellitus.   Synthetic  insulin  peptides  could  be  developed  to 
treat  diabetes  mellitus  more  effectively  than  the  currently  available 
natural  insulins.   Production  of  insulin  from  cultured  pancreases  may 
enhance  insulin  supply.   Agents  could  be  developed  that  increase  insulin 
secretion.   Similarly,  hyperglycemia  could  be  corrected  by  drugs  that 
interfere  with  hepatic  glucose  production,  activate  insulin  receptors, 
simulate  insulin  action  within  cells,  potentiate  insulin  action  or  inter- 
fere with  the  actions  of  insulin  antagonistic  hormones  such  as  glucagon, 
growth  hormone,  etc.   The  development  of  new  drugs  which  act  through 
such  mechanisms  is  exemplified  by  somatostatin  which  is  an  agent  that 
decreases  hyperglycemia  in  diabetic  patients  probably  by  inhibiting 
glucagon  secretion.   While  somatostatin  will  probably  not  be  a  useful 
drug  because  of  the  lack  of  specificity  of  its  action  and  its  possible 
toxic  effects,  it  does  provide  a  model  compound  which  proves  that 
agents  other  than  insulin  which  affect  the  various  sites  in  glucose 
regulation  are  potentially  useful  in  the  treatment  of  diabetes  mellitus. 
Ideal  maintenance  of  the  blood  glucose  level  in  insulin  deficient  states 
could  be  achieved  by  an  effective  artificial  pancreas  or  islet  cell 
transplantation.   Many  technical  and  biological  problems  remain  to  be 
solved  before  either  procedure  can  be  a  useful  one  for  the  treatment 
of  patients.   The  artificial  pancreas  will  need  to  be  miniaturized  and 
made  error-free  before  the  treatment  of  ambulatory  patients  will  be 
possible.   Islet  cell  transplantation  carries  with  it  all  of  the  problems 
of  tissue  rejection  which  have  not  been  solved  for  other  organs  yet. 
In  addition,  there  is  the  question  of  the  nature  of  the  neurogenic  con- 
trol of  the  pancreas  and  of  the  ability  of  denervated  islets  to  function 
normally. 

These  new  modalities  for  management  of  diabetes  mellitus  have 
multiple  problems  associated  with  them,  and  have  an  unpredictable  lag 
period  of  five,  ten,  or  fifteen  years  before  wide-scale  use  can  be  ex- 
pected if  they  ever  bear  fruit.   They,  too,  will  have  problems  of  de- 
livery, compliance,  and  evaluation  of  effectiveness.   Thus,  approaches 
to  better  control  of  diabetes  now  are  important,  too.   These  include 
better  ways  to  use  insulin,  increasing  effectiveness  of  insulin,  im- 
proving diet  education  and  therapy.   The  latter  is  particularly 
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important,  as  it  is  often  forgotten  that  diet  is  still  the  corner- 
stone of  therapy  of  diabetes. 

We  need  to  have  an  expansion  of  nutritional  research  to  better 
understand  dietary  effects  on  diabetes.   We  need  better  clinical 
nutrition  education  for  health  science  students  and  practitioners.   We 
need  simpler  instructional  materials  for  patients,  with  trained  diet 
therapists  readily  available. 

There  is  need  for  more  diabetologists  who  understand  the  basic 
information  concerning  child  development.   There  is  a  need  for  more 
psychotherapists  who  have  been  exposed  to  non-psychiatric-patients  with 
diabetes  in  order  to  understand  the  variety  of  ways  in  which  diabetes 
affects  family  organization  and  child  development.   We  need  to  carry  out 
research  which  would  evaluate  the  relationship  of  family  organization  to 
the  outcome  of  juvenile  diabetes.   We  should  develop  and  validate 
screening  procedures  which  can  identify  the  "at  risk  family  and 
evaluate  the  effectiveness  of  early  psychiatric  intervention  when 
emotional  problems  affecting  behavior  and  diabetic  management  appear. 

New  approaches  to  specific  problems  of  diabetes  are  also  on  the 
horizon.   Drugs  which  inhibit  ketogenesis  may  become  effective  adjuvants 
in  treatment  of  ketoacidosis.   Inhibition  of  glucagon  secretion  may  also 
play  an  important  role  in  therapy  of  ketoacidosis. 

Some  studies  indicate  that  hyperglycemia  may  cause  destructive 
changes  in  the  lens  and  peripheral  nerves  by  causing  the  intracellular 
accumulation  of  sorbitol.   Aldose  reductase  inhibitors  can  inhibit  the 
conversion  of  glucose  to  sorbitol  and  perhaps  prevent  the  complications 
even  if  the  hyperglycemia  of  diabetes  is  not  corrected.   Thus,  there  is 
the  potential  for  therapeutic  agents  which  do  not  lower  the  blood  sugar, 
but  prevent  its  deleterious  chronic  effects. 

Similarly,  it  may  be  possible  to  develop  drugs  which  inhibit 
basement  membrance  synthesis,  and  potentially  prevent  diabetic 
nephropathy. 

Salicylate  therapy,  particularly  calcium  dobesilate,  has  been 
undergoing  investigation  as  a  means  of  preventing  diabetic  retinopathy. 
Its  effects  may  be  exerted  by  diminishing  platelet  aggregation,  which 
has  been  found  abnormal  in  diabetes  and  suggested  to  be  a  contributing 
factor  in  the  development  of  retinopathy.   Other  agents  which  effect 
platelet  aggregation  may  also  have  potential  usefulness. 

The  problem  of  atherosclerosis  which  is  the  main  contributor  to 
morbidity  and  mortality  of  diabetes,  has  no  easy  answer.   Vascular  bypass 
surgery,  which  has  been  used,  is  a  corrective  measure  late  m  the  disease 
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process.   Medications  and  dietary  manipulations  may  alleviate  some  of 
the  problem,  but  major  new  developments  cannot  be  predicted. 

A  number  of  needs  in  specific  areas  of  diabetic  therapy,  such 
as  care  of  the  feet,  which  have  been  described  in  the  earlier  section 
on  present  state  of  the  art,  should  be  included  in  a  comprehensive 
approach  to  achieving  better  treatment  for  diabetes . 

In  summary,  a  better  understanding  of  diabetes  mellitus  will 
lead  to  development  of  more  rational  and  more  effective  modes  of 
therapy.   The  developmental  process  is  long  and  fraught  with  technical 
difficulties.   It  is  complicated  by  uncritical  endorsement  of  "cures" 
in  the  lay  media  at  very  premature  states.   A  massive  investigative 
effort  is  needed  to  better  understand  diabetes  mellitus,  and  to  develop 
safe  and  efficacious  therapy  that  will  be  convenient  to  the  patient. 


B.   DELIVERY  OF  HEALTH  CARE 


1.   State  of  the  Art 


Diabetes  mellitus  is  the  fifth  leading  cause  of  death  by  disease 
in  the  United  States  and  a  cure  is  not  imminent.   Treatment  of  the 
disease  is,  therefore,  essential.   Even  after  a  "cure"  is  discovered, 
its  use  and  effectiveness  must  be  longitudinally  monitored  and  assessed; 
thus,  treatment  of  those  with  diabetes  will  continue  to  be  a  vital  part 
of  our  health  care  system  for  generations  to  come.   Testimony  before  the 
National  Commission  on  Diabetes  supports  this  view,  e.g.,  "I  am  deeply 
concerned  that  in  our  rush  of  pleasure  over  'nearness  of  the  cure'  that 
we  may  overlook  the  necessity  of  excellent  continued  care  for  those  who 
already  suffer  from  diabetes."   (J.  Richard  Morrow,  Director,  Community 
Crime-Prevention  Program,  Kirkland,  Washington.)   Consequently,  it  is 
imperative  that  research  and  training  in  the  treatment  and  delivery  of 
services  be  conducted  if  an  effective  comprehensive  system  of  care  is  to 
be  made  available  to  all. 

There  is  increasing  evidence  that  proper  management  of  diabetes 
can  result  not  only  in  avoidance  of  the  acute  and  intermediate  problems 
associated  with  the  disease  but  can  minimize  or  possibly  eliminate  some 
of  the  devastating  long-term  complications.   Despite  the  availability  of 
effective  medications  and  therapeutic  regimes,  most  of  the  ten  million 
diabetics  in  this  nation  are  not  receiving  optimal  care  (documented  re- 
peatedly in  testimony  before  the  Commission).   The  mean  life  expectancy 
of  a  child  with  diabetes  is  still  less  than  30  years,  and  many  of  the 
35,000  deaths  from  diabetes  in  this  nation  each  year  are  premature. 
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Major  reasons  for  current  therapeutic  failure  include: 

•  Lack  of  understanding  of  the  nature  of  the  disease 
and  its  treatment  among  patients  and  health  pro- 
fessionals alike; 

•  The  inability  of  patients  and  health  professionals 
to  develop  and  carry  out  together  effective  treat- 
ment programs; 

•  Lack  of  availability  and  accessibility  of  diabetes 
education  and  treatment  services  for  large  segments 
of  our  population; 

•  Failure  to  provide  health  professionals  with 
effective  training  in  the  delivery  of  health 
services;  and 

•  Lack  of  appreciation,  resources,  and  support 
necessary  for  conducting  clinical  and  evaluative 
research  in  health  care  systems. 

Effective  health  care  for  those  with  diabetes  can  be  achieved 
only  by  informed  patients  cooperating  with  knowledgeable  health  pro- 
fessionals in  an  organized  plan  of  treatment. 

In  this  section  we  examine  problems  in  the  delivery  of  health 
care  to  people  with  diabetes  under  the  following  headings:   Lack  of 
Trained  Professionals;  Lack  of  Patient  Education;  Problems  in  Patient 
Partcipation  in  Prescribed  Treatment  Programs  (Problems  with  "Compliance 
or  Adherence");  Systems  Problems  in  Health  Care  Delivery  (Quality, 
Quantity,  Organization,  Distribution,  and  Financing);  and  Research  Needs 
in  Delivery  of  Health  Care. 


a. 


Lack  of  Trained  Professionals 


Repeatedly,  throughout  the  public  testimony  to  the  National 
Commission  on  Diabetes,  patients  or  members  of  their  families  complained 
of  their  inability  to  find  knowledgeable  or  interested  health  profession- 
als to  care  for  their  disease.   One  professor  of  pediatrics  testified 
that  "...  only  a  handful  of  pediatricians  have  had  the  training  to  care 
for  children  with  diabetes.  .  .  as  a  result  the  children,  who  need  and 
deserve  the  very  best  care  and  management  to  safeguard  normal  growth,^ 
development  and  maturation.  .  .  in  fact  get  the  worst  of  medical  care" 
(1).    There  is  currently  no  way  to  identify  or  determine  the  number  of 
physicians  in  other  fields  of  health  care  competent  to  manage  diabetes; 
however,  the  editor  of  the  most  eminent  publication  in  the  field  of 
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diabetes  stated  before  the  Commission  that  "...  the  fact  is  that 
probably  90%  of  the  diabetics  in  the  world  are  and  will  always  be 
treated  by  the  general  physicians  of  the  world.  .  .  and  you  must  pardon 
a  struggling  physician  who  may  treat  50  to  70  patients  daily,  if  he 
either  does  not  know,  does  not  have  time,  or  thinks  that  other  con- 
ditions have  higher  priority"  (2) . 

The  inadequacy  of  professional  schools  to  provide 
appropriate  information  about  diabetes  in  their  curricula  and  training 
programs  have  been  previously  documented  in  this  report  (3) .   The  lack 
of  training,  understanding,  and  knowledge  of  diabetes  has  also  been 
identified  in  other  health  professions.   In  a  study  among  a  group  of  289 
graduating  nursing  students  attending  six  schools  of  nursing,  it  was 
demonstrated  that  11%  of  these  students  had  no  understanding  of  an 
insulin  reaction  and  18%  could  not  tell  how  many  units  of  insulin  were 
in  one-half  cc  of  U80  insulin  (4).   Other  basic  concepts  such  as  how 
diabetes  and  its  management  related  to  exercise  and  illness  were  in- 
adequately answered  in  33-45%  of  those  tested.   Among  the  96  dietitians 
evaluated,  the  same  discouraging  profile  was  obtained.   Similar  results 
among  allied  health  professionals  have  been  reported  by  others.   This 
lack  of  knowledge  of  current  medical  therapy  among  practicing  health 
professionals  was  recognized  in  the  Carnegie  Commission  Report  in  1970 
(5).   One  of  the  recommendations  of  that  indepth,  nation-wide  investi- 
gation was  that  certain  sites  be  selected  throughout  the  country  where 
continuing  medical  education  centers  would  be  located.   In  this  manner, 
it  was  hoped  that  the  information  accumulated  in  medical  schools  and 
research  centers  could  be  better  disseminated  to  those  health  pro- 
fessionals actually  providing  patient  care.   The  report  of  the 
President's  Commission  on  Heart  Disease,  Cancer,  and  Stroke  was  sub- 
mitted to  Congress  and  similar  findings  were  noted  (6).   Again,  it  was 
reported  that  existing  advances  in  research  and  knowledge  generated  in 
our  medical  schools  were  not  reaching  those  caring  for  patients.   Thus, 
nation-wide  surveys  have  only  verified  what  had  been  reported  in  a 
variety  of  local  or  regional  reports.   The  results  of  these  studies 
clearly  indicate  that  there  exists  a  severe  deficit  in  the  delivery  of 
the  most  current  methods  of  treatment  to  most  of  the  ten  million 
individuals  with  diabetes  in  this  nation. 

b.   Lack  of  Patient  Education 

The  essential  role  of  the  patient  in  the  management  of  his 
own  disease  is  only  beginning  to  be  appreciated  (7,  8).   The  recognition 
that  the  patient  is  the  major  deliverer  of  health  care  in  the  management 
of  chronic  diseases  promises  to  initiate  a  revolutionary  advancement  in 
health  care.   In  the  field  of  diabetes,  more  than  99%  of  the  day-to-day 
control  of  the  disease  is  dependent  upon  the  efforts  of  the  patient 
and/or  members  of  his  family.   For  instance,  a  reasonably  well-controlled 
diabetic  patient  may  see  his  physician  at  two  to  three  month  intervals 
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and  at  each  visit  may  perhaps  spend  as  much  as  an  hour  seeing  a 
^hysicia"  nurse,  and  dietitian.   If  this  occurs  four  times  annually, 
the  patient  receives  four  hours  of  direct  medical  care  per  year 
during  the  other  364  days  and  20  hours,  the  care  provided  is  by  the 
patient.   Patients  with  diabetes,  both  adults  and  children  are 
responsible  for  doing  urine  tests  several  times  each  day;  closely 
watching  their  diet;  regulating  their  exercise;  giving  insulin  or 
taking  an  oral  hypoglycemic  agent  daily;  recognizing,  "spending  to 
and  preventing  associated  acute  complications  to  the  extent  possible. 

In  order  to  carry  out  their  responsibilities  effectively, 
patients  must  be  educated.   In  1956  Beaser  demonstrated  the  inadequate 
understanding  of  the  disease  among  a  large  group  of  adult  diabetics 
questioned  (9) .   In  1962  a  similar  lack  of  knowledge  was  demonstrated 
among  a  group  of  children  with  diabetes  (10).   It  was  evident  that 
these  children  had  little  knowledge  of  the  effect  of  insulin  en  the 
Seen  sugar  or  of  its  actions.   In  most  instances  these  children  were 
unable  to  identify  the  needs  for  changing  medication,  and    i 
ness  of  diabetic  acidosis,  a  severe  acute  complication  of  the  d^ease 
was  exceedingly  poor.   It  was  postulated  that  because  of  their  age,  this 
deficit  in  children's  knowledge  may  have  reflected  a  dominant  role  of 
parents  in  the  management  of  the  disease.   Accordingly,  a  knowledge 
test  among  parents  was  carried  out  and  exposed  again  a  gross  lack  of 
knowledge  which  indeed  could  be  life-threatening  (11,  12).   Williams 
(13-15)  and  Watkins  (16)  have  also  demonstrated  lack  of  knowledge, 
skills   and  compliance  among  patients  with  diabetes   For  instance  it 
was  found  that  among  insulin-dependent  diabetics,  65%  made  significant 
eSors  while  administering  their  insulin.   In  1965  the  National  Health 
Survey  demonstrated  that  most  individuals  with  diabetes  in  the  United 
States  had  inadequate  knowledge  of  their  disease  and  its  management 
(17  18).   The  survey  revealed  that  while  77%  of  all  people  with 
diabetes  in  this  nation  were  placed  on  dietary  management,  less  thanJ^O^ 
of  that  grouping  had  sufficient  information  to  carry  out  the  physicians 
recommendations . 

Failure  of  patients  to  understand  their  roles  and  perform 
skills  related  to  disease  control,  prevents  their  active  participation 
in  the  newly  emerging  systems  for  health  care.   A  lack  of  appreciation 
and  acceptance  of  pafient  education  is  still  reflected  by  the  majority 
of  the  health  care  profession  and  by  the  numerous  bureaus,  agencies, 
industries,  and  third  party  payers  responsible  for  health  care  planning 
and  reimbursement.   In  order  to  assume  the  responsiblities  necessary  in 
one's  own  health  management,  the  individual  has  to  be  taught  certain 
skills  and  be  motivated  to  carry  them  out.   Payment  for  patient  edu- 
cation is  currently  rejected  by  most  third  party  payers,  health  care 
facilities,  some  health  professionals,  and  even  patients  themselves 
Ir "as  only  been  within  the  past  three  years  that  the  American  Hospital 
Association  (19;  Appendix  Fl) ,  American  Group  Practice  Association 
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(Appendix  F2),  American  Diabetes  Association  (Appendix  F3) ,  and 
American  Medical  Association  (Appendix  F4)  have  accepted  the  concept 
that  patient  education  is  "an  integral  part  of  quality  health  care." 
While  these  policy  statements  have  been  verbalized  and  written,  they 
have  yet  to  be  implemented.   The  same  situation  exists  among  third 
party  payers  such  as  Medicaid,  Medicare,  and  Blue  Cross  (20,  21; 
Appendix  F5 ,  6) . 

Significant  improvement  in  the  treatment  of  diabetes 
cannot  be  made  until  patients,  children,  and  adults  alike,  understand 
the  nature  of  their  disease,  are  taught  to  carry  out  the  necessary 
skills  and  are  willing  to  cooperate  with  health  professionals  in  its 
control. 

c.   Problems  in  Patient  Participation  in  Prescribed  Treatment 
Programs  (Problems  in  Patient  Compliance  or  Adherence) 


In  diabetes  mellitus,  more  than  in  almost  any  other  disease, 
the  likelihood  of  success  in  current  methods  of  treatment  and  control 
of  the  disease  depends  upon  the  degree  to  which  the  patient  (and  his 
family)  carry  out  or  adhere  to  the  therapeutic  regimen.   As  noted 
previously,  day-to-day,  even  hour-to-hour,  patients  must  manage  their 
food  intake,  their  activities,  their  insulin  or  oral  hypoglycemic 
medications;  they  must  test  and  record  their  urines;  they  must  give 
careful  attention  to  skin  and  feet,  be  prepared  to  handle  emergency 
or  untoward  situations  affecting  diabetic  control,  and  must  have  a 
dependable  continuing  relationship  with  their  physicians  and  associated 
health  professionals.   Unless  these  therapeutic  measures  are  carried  out 
effectively  and  continuously  by  the  patient,  there  is  little  point  in 
initiating  them  in  the  first  place. 


In  most  therapeutic  situations  in  diabetes  (as  in  other 
chronic  diseases)  we  fail  to  achieve  the  desired  treatment  results  for 
a  variety  of  reasons  including  difficulty  in  patients  adhering  to  pre- 
scribed measures.   For  example,  in  studies  of  actual  observation  of 
patients: 

•  Sixty-five  to  90%  of  patients  studied  had  major 

deficiencies  in  the  types  of  food  selected,  in  proper 
spacing  of  meals  or  snacks,  and/or  in  regularity  of 
diet; 


•  Among  patients  on  insulin,  three  out  of  five  made  errors 
including  incorrect  dosage  compared  to  the  physician's 
prescription  and  errors  in  measurement,  with  frequency 
of  medication  errors  increasing  with  the  duration  of 
diabetes; 
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•  Amotig  patients  taking  oral  hypoglycemic  agents, 
one  in  four  were  omitting  doses  weekly  or  more 
often; 

•  Three  out  of  four  patients  studied  did  not  test  or 
record  their  urines,  or  made  errors  in  doing  or 
reading  the  test  such  that  their  information  would 
actually  have  been  misleading  to  physician  or  nurse; 

•  Half  the  patients  did  not  carry  out  acceptable  foot 
care  (13-16). 

Difficulty  in  adherence  to  prescribed  treatment  is 
recognized  as  a  general  problem  in  treatment  of  both  acute  and  chronic 
conditions.   See,  for  example,  the  review  by  Mars  ton  (40),  as  well  as 
Becker,  et  al.  (37),  Tagliacozzo,  et  al.  (41),  and  Caplan  (38).   A 
number  of  efforts  have  been  made  to  obtain  a  better  understanding  of 
poor  compliance  and  to  achieve  improved  patient  adherence  to  therapeutic 
regimens,  (13-15;  Watkins  et  al.  16,  42)  in  patients  with  various 
chronic  diseases  including  diabetes  (Becker,  et  al.  37,  Tagliacozzo, 
et  al.  41)  and  in  various  acute  pediatric  conditions,  as  for  example 
reviewed  and  studied  by  Caplan  (38) . 

Our  understanding  in  the  field  of  patient  compliance  is 
fragmentary.   The  evidence  indicates  there  are  multiple  factors  in- 
volved, including  inadequacy  of  professional  education,  communication 
problems  between  professionals  and  patients,  an  absence  of  planned 
systems,  materials,  and  programs  for  patient  education,  and  a  lack  of 
motivation. 

Models  to  explain  patient  behavior  in  carrying  out  pre- 
ventive health  measures  or  in  complying  with  therapeutic  measures  have 
been  developed,  perhaps  the  most  explicit  of  which  is  that  of  the 
"health  belief  model"  tested  by  Becker,  et  al .  (37).   In  this  model  and 
other  related  work,  emphasis  is  placed  on  motivational  factors  to  lead 
to  better  compliance  such  as  patient  perception  of  the  severity  of  the 
disease  problem,  plus  some  "cue"  to  action  such  as  immediate  symptoms, 
or  professional  advice,  or  a  specific  prescription.   Another  area  of 
importance  in  compliance  emphasized  in  the  work  of  Davis  (39),  Williams, 
et  al.  (14),  and  Roberts  (45),  is  the  nature  and  extent  of  the  inter- 
relationship between  patient  and  physician,  and  patient  and  family. 

Virtually  all  studies  of  compliance  behavior  to  date  have 
been  retrospective  or  cross-sectional.   Thus,  the  possible  cause  and 
effect  relationships  between  patient  characteristics,  or  characteristics 
of  the  therapeutic  situation,  can  only  be  inferred. 
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d.   Systems  Problems  in  Health  Care  Delivery  (Quality. 
Quantity,  Organization,  Distribution,  and  Financing 

Health  care  needs  in  the  United  States  are  changing 
rapidly.   New  diagnostic  procedures  and  therapeutic  agents  are  being 
discovered  almost  daily,  and  it  would  be  expected  that  the  system  of 
delivery  of  these  services  would  also  change  rapidly.   Unfortunately, 
this  has  not  been  true.   Health  care  in  this  nation  is  still  delivered 
in  an  antiquated  manner,  episodic  in  nature  and  in  response  to  the 
acute  needs  of  the  patient  population. 

In  1900  leading  causes  of  death  were  infectious  in  nature 
(22),  (See  Figure  1).   Most  of  these  diseases  appeared  abruptly; 
the  patient  quickly  reached  a  crisis  and  either  succumbed  or  survived, 
frequently  without  any  after  effects.   It  is  on  this  model  that  health 
care  in  the  U.S.  was  developed  and  persists  today. 

In  1974  the  leading  causes  of  morbidity  and  mortality  in 
the  U.S.  were  chronic  diseases  (23)  (See  Figure  2).    This  change 
has  resulted  in  dramatic  changes  and  the  major  health  care  needs  today 
are  the  management  or  control  of  long-term  disease  processes. 


Currently  in  this  nation  the  three  primary  areas 
concern  in  health  care  delivery  revolve  around  the  quantity  o 
care  available,  its  quality  and  its  financing.  It  was  though 
perhaps  all  three  of  these  concerns  could  be  most  efficiently 
by  initiation  of  health  care  teams.  It  was  reasoned  that  all 
personnel  trained  indepth  in  specific  areas  can  function  effi 
in  a  team  situation  where  properly  supported  and  supervised, 
can  and  have  contributed  significantly  to  improve  health  care 
grouping  of  many  specialized  personnel  such  as  nurses,  dietit 
physicians,  podiatrists,  pharmacists,  physician  assistants,  e 
organized  teams  continues  to  be  encouraged  with  the  hope  that 
provide  improved,  indepth  care. 


The  professional  "team" 
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concept  has  many  commendable 
aspects.   However,  the  greatest  error  in  this  reorganization  of  the 
health  care  system  is  that  the  patient  has  not  been  recognized,  pre- 
pared, motivated,  and  accepted  as  a  participating  member  of  the  team, 
as  detailed  by  Maria  Alogna,  R.N.,  in  testimony  before  the  National 
Commission  on  Diabetes. 


Medical  treatment  in  the  United  States  has  been  delivered 
on  what  many  individuals  have  classed  as  a  "cottage  system"  in  which 
small  groups  of  health  professionals  provide  care  in  an  unplanned  manner 
according  to  their  immediate  individual  or  group  abilities  and  resources. 
Little  effort  has  been  made  to  plan  treatment  of  chronic  diseases  or  the 
maintenance  of  health  over  long  periods  of  time.   This  nation  still 
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FIGURE  1 
CAUSES  OF  DEATH  -  1900 

1.  Tuberculosis 

2.  Nervous  system  diseases  other  than  meningitis, 

3 .  Pneumonia 

4.  Diseases  of  the  circulatory  system 

5.  Diahhrea  and  Enteritis 

6.  Other  diseases  of  the  respiratory  system 

7.  Other  diseases  of  the  digestive  system 

8.  Bright' s  Disease  and  Nephritis 

9.  Violence  other  than  suicide 
10.   Early  infancy 


U.S.  Bureau  of  Census,  Mortality  Statistics  1900  to  1904 
Document  //C3. 40: 1900  to  1904 
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FIGURE  2 


DEATH  RATES  FROM  10  LEADING  CAUSES  OF  DEATH  IN  THE 
UNITED  STATES,  1974,  BASED  ON  THE 
10%  SAMPLE  OF  DEATH  RATES  PER 
. 100,000  POPULATION 


1.  Heart 

2.  Malignant  neoplasms 

3.  Cerebral  Vascular  Disease 

4.  Accidents 

5.  Influenza  and  Pneumonia 

6.  Diabetes  Mellitus 

7.  Cirrhosis  of  the  Liver 

8.  Arteriosclerosis 

9.  Certain  causes  of  mortality  in  early  infancy 
10.  Suicide 


Monthly  Vital  Statistics  Report,  Table  C,  Provisional  Sta- 
tistics Annual  Summary  for  the  U.S.  Vol.  23,  No   13  1974 
(Dated  May  30,  1975) 


39 


perpetuates  an  episodic  form  of  health  care.   Such  lack  of  organi- 
zation results  in  duplication  of  efforts,  inefficiencies,  and  often, 
undue  costs. 

Planned  delivery  of  care  also  requires  leadership  and  most 
health  care  "teams"  function  without  trained  leadership.   Physicians 
by  virtue  of  history,  malpractice  liability,  and  extensive  education 
have  assumed  "team"  leadership.   Unfortunately,  most  physicians  rarely 
have  received  training  in  administrative,  procedural,  financial,  or 
personnel  policy  making.   Thus,  as  health  care  systems  are  beginning 
to  reorganize,  they  lack  trained  leadership  and  are  limited  to 
participation  by  health  professionals  only. 

Knowledgeable  health  professionals  and  informed  patients 
are  essential  if  we  are  to  improve  the  health  of  those  with  diabetes. 
It  is  imperative  that  consumers  and  providers  of  health  care  alike  work 
together  in  a  cooperative  manner.   Effective,  cooperative  efforts  demand 
that  each  participant  understand  his/her  role;  is  capable  of  carrying 
it  out;  and  does  so  at  the  appropriate  time.   In  order  to  accomplish 
any  task  through  "team  work,"  it  is  necessary  to  plan  the  effort  and 
assign  responsibilities.   The  use  of  medical  resources  (people  and 
facilities)  together  with  patient  education  and  participation  in  a 
manner  that  is  pre-planned  constitutes  the  health  care  delivery  of  the 
future.   Participation  of  numerous  individuals  in  a  health  care  system 
requires  that  there  be  identified  and  designated  responsibilities.   This 
permits  appropriate  training  and  encourages  each  (patients  and  health 
professionals)  to  carry  out  his/her  specified  role.   Such  planning 
permits  a  comprehensive  cooperative  system  of  care  to  evolve. 

One  approach  to  such  planning  is  illustrated  in  the  pro- 
ceedings of  a  conference  on  "The  Education  and  Management  of  the  Patient 
with  Diabetes  Mellitus"  held  in  1972  in  Minneapolis  (24) .   The  con- 
ference participants  enumerated  the  responsibilities  required  of  the 
health  professionals  and  designated  who  might  best  perform  these  tasks. 
In  a  similar  manner,  patient  tasks  were  identified.   Methods  of 
determining  patient  comprehension  or  skills  acquired  were  noted  as  well 
as  which  health  professionals  might  be  most  responsible  for  educating 
and  monitoring  care  programs. 

The  Committee  on  Treatment  of  The  National  Commission  has 
analyzed  and  characterized  the  continuum  of  tasks  required  for  the 
control  of  diabetes  mellitus  throughout  the  course  of  the  disease 
(summarized  on  Charts  1-17  in  Appendix  B) .   This  analysis  resulted  in 
the  identification  of  dif ferentiable  yet  interlocked  stages: 

Stage  I      Awareness  —  Detection  of  Signs  and  Symptoms 
(Charts  1  &  2) 
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Stage  II      Availability  and  Accessibility  of 
Health  Care  (Charts  3-6) 

Stage  III  Patient  Assessment  (Chart  7) 

Stage  IV  Patient  Examination  (Chart  8) 

Stage  V  Laboratory  Studies  (Chart  9) 

Stage  VI  Analysis  and  Diagnosis  (Chart  10) 

Stage  VII     Informing  Patient  and  Family 
(Charts  11  and  12) 

Stage  VIII  Initial  Treatment  Phase  (Chart  13) 

Stage  IX  Planning  Phase:  Long-Term  (Chart  14) 

Stage  X  Management  Phase  (Chart  15) 

Stage  XI  Education  Phase  (Chart  16) 

Stage  XII  Ongoing  Evaluation  (Chart  17) 

In  analyzing  the  needs  and  implications  of  each  of  these 
stages,  the  Committee  has  attempted  to  answer  the  following  questions: 

What  tasks  are  required? 

Are  the  tasks  applicable  to  adults  and/or  children  with 
diabetes? 

Who  performs  the  tasks? 

How  are  the  tasks  provided? 

Where  are  the  tasks  provided? 

While  detailed  assessment  of  each  stage  requires  the 
examination  of  individual  charts  (Appendix  B) ,  a  few  major  findings  or 
trends  bear  highlighting  here. 

•  Perhaps  more  than  in  any  other  chronic  disease,  the 
patient  with  diabetes  must  be  recruited  into  a 
therapeutic  alliance  with  health  care  providers  to 
share  responsibility  for  the  long-term  management  of 
the  disease. 
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•  A  wide  variety  of  health  care  providers  will  be 
needed,  requiring  that  current  providers  increase 
both  the  quality  and  range  of  tasks  they  perform. 

•  The  delivery  of  effective  diabetes  control  will 
require  the  development  and  widespread  utilization 
of  comprehensive  educational  approaches  for  patients 
and  health  professionals. 

•  Both  providers  and  consumers  —  health  care  pro- 
fessionals, para-professionals,  patients,  and  the 
general  public  —  must  play  significant  and 
coordinated  roles  in  health  care  delivery. 

•  Primary  care  is  and  will  continue  to  be  the  dominant 
vehicle  and  focus  of  most  aspects  of  diabetes 
control. 

e.   Research  in  Delivery  of  Care 

Basic  research  in  the  development  of  therapeutic  agents  for 
the  treatment  of  diabetes  is  frequently  initiated  in  test  tubes  and 
progresses  through  cellular  studies,  small  animal  findings,  and  then  is 
finally  tested  on  primates.   If  these  results  are  promising  and  no  harm- 
ful effects  identified,  clinical  studies  are  then  conducted  in  a  limited 
number  of  humans  under  close  scrutiny  of  the  Food  and  Drug  Administration. 
The  approved  product  is  then  marketed  for  all  to  use.   No  effort  is  made 
to  evaluate  how  the  product  is  used  by  practicing  physicians  or  whether 
consumers  comply  to  the  prescribed  therapeutic  regime. 

A  glaring  example  is  the  current  treatment  of  hypertension. 
It  is  estimated  that  half  of  the  22  million  individuals  with  hypertension 
in  this  nation  are  undiagnosed;  only  half  of  these  identified  are  under 
treatment  and  only  half  of  those  patients  have  their  hypertension  under 
control.   This  is  in  a  disease  where  treatment  is  proven  to  be  effective. 
The  hope  for  successful  treatment  of  hypertension  is  not  alone  in  the 
laboratory  where  better  drugs  may  be  identified  but  more  in  research  in 
the  delivery  system  to  make  those  modes  of  therapy  already  available 
more  effectively  used. 

Failure  to  carry  out  research  in  the  area  of  health  care 
delivery  in  many  instances  may  negate  many  important  laboratory 
triumphs.   Medical  research  cannot  end  with  product  development.   It 
must  include  investigation  into  the  area  of  service  delivery  and  patient 
utilization.   To  date  this  concept  has  been  poorly  understood  and  there 
has  been  only  token  support  for  research.   Today,  health  care  is  listed 
as  the  second  largest  industry  in  the  United  States.   It  is  time  that 
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significant  investigative  studies  into  the  delivery  of  treatment  be 
recognized  and  supported. 

The  difficulties  in  conducting  longitudinal  clinical 
evaluative  research  have  been  highlighted  recently  by  the  controversies 
over  the  University  Group  Diabetes  Program  (UGDP) .   After  12  years  of 
planning,  development,  and  implementation,  this  investigative  study  re- 
sulted in  major  disputes  among  health  professionals  and  fright  and  con- 
fusion among  the  public  (25,  26,  27).   The  failure  to  develop  adequate 
tools  for  clinical  measurements,  and  to  utilize  and  interpret  them 
effectively  is  evident.   Creative  investigation  of  medical  treatment  and 
service  delivery  must  become  an  essential  part  of  research  in  medical 
science.   It  is  only  through  such  evaluative  efforts  that  laboratory 
discoveries  of  today  will  be  integrated  into  tomorrow's  quality  care. 

Diabetes  is  a  particularly  fertile  model  for  experimental 
studies  of  planning  and  expansion  of  health  care  systems  for  mass 
population  groupings,  since  it  can  serve  as  a  prototype  with  measurable 
outcomes  that  can  be  applied  to  almost  any  chronic  disease  and  even 
health  maintenance.   However,  the  results  of  only  a  few  such  studies 
have  been  reported,  the  most  significant  of  which  are  summarized  below. 


In  1970  and  1973  Runyan  reported  a  study  of  an  experimental 
comprehensive  health  care  system  developed  among  a  decentralized  group 
of  patients  with  chronic  disease.   The  use  of  specialty  nurses  was 
guided  by  a  protocol  with  physician  and  medical  center  backup.   This  in- 
volved 18  decentralized  clinics;  ten  in  urban  areas  and  eight  in  semi- 
rural  areas  serving  a  population  of  225,000.   In  addition  to  the  clinics, 
mobile  units  extended  medical  care  to  more  inaccessible  places  (28,  29, 
30).   Adapting  such  care  to  the  needs  of  the  population  in  1973  resulted 
in  over  40,000  visits  by  more  than  9,000  patients  with  chronic  diseases. 
A  low  missed  appointment  rate  of  5-8%  was  due  to  easy  accessibility  and 
the  personnel  and  reduced  costs.   The  flow  of  patients  from  peripheral 
locations  and  secondary  care  facilities  was  enhanced  and  referral  was 
expedited  by  planned  liaison  services  among  nurses  involved  with  con- 
sulting physicians  at  the  University  Medical  Center  serving  as  medical 
backup.   The  cost  of  ambulatory  care  provided  in  the  decentralized 
location  was  one-fifth  the  cost  of  comparable  care  received  in  the 
medical  center.   A  visit  to  a  neighborhood  clinic  costs  $4.00  as  com- 
pared to  $20  for  a  hospital  out-patient  visit  or  $35  for  an  emergency 
room  visit. 


From  an  evaluation  of  hospitalization  for  the  two  year  period 
before  and  after  instigation  of  this  program,  it  was  found  that  there  was 
almost  a  50%  reduction  in  hospital  days.   The  decrease  in  total  cost  of 
medical  care  provided  in  this  program  was  49%.   The  high  costs  before 
the  program  was  initiated  were  felt  to  be  due  primarily  to  the  use  of 
expensive  ambulatory  services  and  an  increase  in  hospitalization. 
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The  comprehensive  program  developed  at  the  University  of 
Southern  California  headed  by  Dr.  Leona  Miller  has  attempted  also  to 
make  health  care  more  accessible  to  an  urban  population  (31,  32) .   It 
provides  a  seven-day-a-week,  24-hour  hot  line  availability  for  patients 
and  offers  medical  service  at  all  times,  on  a  scheduled  basis,  an  out- 
patient basis,  or  on  an  unscheduled  basis  in  a  special  walk- in  clinic. 
The  use  of  allied  health  professionals  with  defined  responsibilities 
and  physician  support  has  been  well  accepted  by  the  patient  population. 
The  improved  accessibility  and  education  has  reduced  the  unnecessary 
admissions  to  the  in-patient  service.   The  average  number  of  days  spent 
by  a  clinic  patient  in  hospitals  annually  has  decreased  from  5.6  to  1.7. 
The  latter  figure  is  not  significantly  different  from  the  one  day  average 
of  random  population.   Fifty  percent  of  the  hospital  admissions  prior  to 
initiation  of  this  program  were  deemed  "preventable."  The  reduction  of 
this  rate  within  one  year  resulted  in  a  financial  savings  of  over 
$3  million  to  that  institution  and  the  prevention  of  a  probably  large 
but  unmeasured  morbidity. 

Dr.  John  Davidson  at  Emory  University,  Grady  Hospital,  in 
Atlanta,  Georgia,  has  demonstrated  similarly  that  the  number  of  ad- 
missions from  diabetic  acidosis  could  be  decreased  from  500  per  year  to 
100  (33).   There  were  also  significant  financial  savings  and  a  remarkable 
decrease  in  the  number  of  amputations  among  patients  with  diabetes. 

The  greatest  need  for  experimentation  and  development  in  the 
system  for  the  delivery  of  care  to  those  with  diabetes  is  in  the  area  of 
primary  medicine.   Primary  medicine  is  defined  as  "first  contact 
medicine"  and  as  White  suggested  in  1967,  it  is  the  care  the  patient 
receives  when  he  first  approaches  the  health  service  system  and  formally 
participates  in  the  process  of  medical  care  (34,  35;  Appendix  G) . 

Primary  care  also  carries  the  connotation  of  longitudinal 
responsibilities  by  physicians  who  are  concerned  with  the  physical, 
psychological,  and  social  aspects  of  patient  care.   In  general,  in  this 
country,  such  care  is  carried  out  by  family  practitioners,  pediatricians, 
internists,  and  some  obstetricians  and  gynecologists.   At  the  present 
time,  the  physician  power  available  to  supply  this  consists  of  some 
352,000  licensed  physicians  in  the  United  States.   Of  these,  almost 
20,000  are  inactive  and  two-thirds  of  the  remaining  are  in  research, 
academic  medicine,  public  health,  administration,  or  specialty  practice 
which  leaves  an  estimated  100,000  physicians  who  are  actually  available 
to  care  for  most  of  those  in  a  primary  health  care  setting  (36) . 

Since  most  patients  with  diabetes  are  cared  for  by  primary 
physicians,  efforts  in  research  into  improved  delivery  of  care  should  be 
directed  particularly  at  that  level.   Educational  programs  should  be 
directed  toward  encouraging  diffusion  of  information  on  treatment  and 
delivery  to  those  professionals  who  are  already  providing  direct 
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services.  Communication  lines  should  also  be  established  which  permit 
easy  patient  referral  from  primary  to  secondary  to  tertiary  levels  and 
encourage  improved  health  care  at  minimal  cost.  Lack  of  communication 
and  referral  networks  now  jeopardize  the  health  of  many  diabetics. 

In  summary,  the  following  points  must  be  stressed: 

•  There  is  no  imminent  cure  for  diabetes. 


•  Treatment  of  the  diabetes  is  essential. 

•  Optimal  care  can  decrease  the  incidence  of  acute, 
intermediate,  and  long-term  complications. 

•  Effective  health  care  demands  cooperative 
participation  by  informed  patients. 

•  Health  professionals  must  be  kept  abreast  of  the  most 
recent  advances  in  treatment  and  make  them  available 
to  patients. 

•  Patients  and  health  professionals  must  develop  and 
participate  in  a  planned  system  of  care  to  work 
effectively  and  efficiently  as  a  health  management 
team. 

•  It  is  imperative  that  research  in  the  field  of  treat- 
ment be  stimulated  and  supported. 

2«   Future  Directions  in  Delivery  of  Health  Care 

The  treatment  of  diabetes  mellitus  will  be  with  us  for  decades 
to  come.   It  is  imperative  that  a  sufficient  quantity  of  quality  health 
care  be  made  available  in  an  appropriately  planned  system  and  at  a 
reasonable  cost  to  all  those  with  diabetes. 

a.   Quantity  of  Service 

An  assessment  of  health  professionals  competent  to  treat 
those  with  diabetes  should  be  made.   All  professional  schools  must  be 
encouraged  to  review  their  curricula  in  order  to  provide  appropriate 
knowledge  of  diabetes  and  its  treatment.   Identified  gaps  in  the  man- 
power necessary  to  provide  comprehensive  care  may  call  for  the  develop- 
ment of  new  positions  or  expanded  roles  of  existing  professions. 

The  greatest  need  for  increasing  amounts  of  competent 
services  is  at  the  primary  level  of  health  care  delivery.   This  should 
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be  a  prime  responsibility  of  the  Regional  Diabetic  Centers.   Identified 
resources  at  the  secondary  and  tertiary  levels  will  also  improve  the 
efficiency  of  treatment  and  prevent  unnecessary  duplications. 

The  greatest  impact  on  the  quantity  of  service  available 
will  result  from  the  training  and  inclusion  of  patients  into  the  health 
care  team.   The  initial  step  must  be  concerned  with  teaching  the  patient 
and  those  responsible  for  his/her  care  about  the  disease  and  its  treat- 
ment.  Patient  teaching  must  be  accepted  in  principle  and  concept  by 
health  professionals.   Ways  must  be  discovered  to  convince  professionals 
that  education  can  and  must  become  part  of  every  patient  encounter. 

Consumer  groups  must  also  be  cognizant  of  the  importance 
of  patient  education.   They  must  demand  it  as  part  of  the  care  rendered 
and  be  willing  to  pay  for  the  services  provided.   Techniques  and 
materials  will  have  to  be  developed  and  professionals  taught  how  and 
where  to  use  them.   Third  party  payers  must  also  recognize  the  importance 
of  education  and  demonstrate  a  willingness  to  pay  for  this  essential 
service. 

Research  into  the  development  and  establishment  of  systems 
of  care  will  also  influence  the  quantity  of  health  workers  needed  and 
prevent  duplication  of  efforts  and  underutilization  of  employees. 

b.   Quality  of  Service 

Surveys  have  indicated  that  more  time  and  better  preparation 
in  the  area  of  diabetes  should  be  provided  in  the  curriculum  of  most 
professional  schools.   Licensure  examinations  and  certification  could 
play  an  important  role  in  stimulating  improved  quality  of  services 
delivered. 

Once  trained,  recertification  or  verification  of  competence 
by  assessment  of  performance  should  be  required  at  stated  intervals. 
This  is  a  difficult  area  at  the  present  time  but  efforts  should  be  made 
to  ascertain  that  patients  are  receiving  updated  quality  care.   The 
question  of  specialty  boards  in  diabetes  should  be  considered  and  con- 
tinuing educational  programs  should  be  made  available  to  all  profession- 
als.  Informative,  stimulating,  and  appropriate  formats  should  be  used 
and  should  be  readily  available  and  accessible.   A  variety  of  media 
should  be  utilized  and  reinforced  materials  supplied.   Credit  or 
recognition  for  educational  time  should  be  provided  by  institutions, 
licensure,  or  certification  groups. 

The  implementation  of  PSRO  standards  and  investigation  into 
quality  assessment  of  ambulatory  care  by  health  professional  groups  and 
federal  agencies  should  guarantee  certain  minimal  standards.   Frequent 
assessment  of  these  efforts  should  continually  upgrade  services  rendered. 
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The  development  of  regional  centers  should  stimulate  con- 
tinuing indepth  opportunities  for  health  professionals  to  receive 
training  and  establish  standards  of  excellence. 

Since  diabetic  patients  provide  the  greatest  amount  of 
care  to  themselves,  the  quality  of  care  can  be  enhanced  most  efficiently 
and  effectively  by  their  efforts.   Patient  education  and  support  must  be 
recognized  and  provided.   Methods  of  improving  patient  cooperation  or 
compliance  must  be  identified  and  implemented.   Quality  care  can  only  be 
achieved  by  knowledgeable  health  professionals  working  in  cooperation 
with  informed  patients.   Again,  third  party  payers  and  federal  agencies 
must  be  willing  to  pay  for  these  services.   The  inclusion  of  patient 
education  should  be  encouraged  in  all  health  legislation  pertaining 
to  health  care  delivery. 

There  is  an  obvious,  integral  relationship  between  patient 
educational  efforts  and  success  in  achieving  adherence  to  therapeutic 
regimens.   In  this  sense  as  well  as  in  others,  patient  education  is 
treatment . 


Research  in  patient  compliance  or  adherence  should  include: 
(1)  basic  and  applied  studies  of  effective  communication  between  health 
professionals  and  diabetic  patients;  (2)  basic  studies  of  factors 
influencing  the  behavior  of  persons  in  dealing  with  prescribed  therapies; 
(3)  empirical  studies  of  patients  and  settings  in  which  there  is  high 
adherence  to  regimens  as  well  as  settings  in  which  adherence  is  very 
low;  and  (4)  prospective  studies  of  the  applicability  of  some  of  the 
models  already  referred  to  including  prospective  studies  of  approaches 
designed  to  lead  changes  in  patients'  performance  of  prescribed 
measures . 

Emotional  impact  of  diabetes  has  been  repeatedly  stressed 
throughout  the  hearings.   The  importance  of  psycho-social  factors  in 
disease  control  again  must  be  investigated  and  the  results  applied. 
Training  professionals  to  incorporate  this  into  their  system  of  care 
may  be  as  difficult  as  persuading  patients  of  its  importance.   Frequently 
both  groups  wait  until  a  major  crisis  arises  before  any  attention  or 
effort  is  devoted  to  this  area. 

c.   Systems  Development 


Research  and  support  to  identify  the  "what,  when,  where,  how, 
who,  and  how  much"  is  as  important  in  health  care  for  people  with 
diabetes  as  in  any  well  managed  business  venture.   When  we  are  trying  to 
participate  in  cooperative  efforts  (with  other  health  professionals  and 
patients)  we  must  do  so  in  a  planned  manner.   Health  professionals  must 
encourage  objective  analysis  of  their  efforts.   Evaluation  is  also  an 
essential  ingredient  in  the  system  concept  and  will  greatly  influence 
quality  and  costs. 
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The  development  of  systems  of  delivery  should  stimulate 
improved  quality  of  care  since  it  promotes  identification  of  tasks 
and  requires  accountability.   Research  into  treatment  and  the  delivery 
of  health  care  services  is  vital  and  must  be  encouraged  and  supported 
by  federal  agencies,  foundations,  and  regional  diabetes  centers.   Cost 
containment,  quality  assurance,  and  systems  development  must  be 
approached  concomitantly.   Effective  and  efficient  models  of  health 
care  delivery  systems  must  be  developed  and  the  concepts  incorporated 
into  training  programs  while  research  in  the  field  is  adequately 
stimulated  and  supported. 
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C*   RESEARCH  AND  EVALUATION  IN  TREATMENT  AND  HEALTH  CARE  DELIVERY 
1.   State  of  the  Art 

The  needs  for  research  into  improved  modes  of  therapy  and  into 
improved  health  care  delivery  have  been  discussed  in  the  preceding 
sections  of  this  report.   Such  research  depends  on  sound  evaluative 
methodology. 

Various  social  and  governmental  forces  are  currently  operating 
to  exact  greater  accountability  from  those  institutions  that  purport  to 
work  xn  the  interests  of  the  public,  particularly  when  that  work  is 
accomplished  with  public  funds  (1-2).   However,  beyond  the  external 
pressures  for  accountability  lie  the  professional  and  ethical  expecta- 
tions that  individuals  responsible  for  the  welfare  of  others  should  be 
able  to  demonstrate  that  the  confidence  and  faith  they  ask  for  is  justi- 
fied in  the  efficacy  and  reliability  of  the  services  they  provide.   The 
field  of  diabetes  care  and  management  must,  as  much  as  any  other  medical 
field  be  accountable  for  the  safety,  efficacy,  and  efficiency  of  its 
methods  and  procedures.   Hence,  it  is  essential  that  the  capacity  and 
the  volition  required  for  sound  and  dependable  evaluations  be  built  into 
the  ongoing  research  and  action  programs  that  will  be  needed  to  provide 
optimal  care  and  potential  cures  for  persons  with  diabetes.   Unfortu- 
nately^ is  not  clear  that  the  need  for  evaluation  research  is  widely 
recognized  nor  that  the  will  to  do  such  demanding  research  exists  in 
sufficient  strength  and  extent.   It  is  quite  clear  that  current  techni- 
cal and  logistical  capabilities  now  existing  are  inadequate  to  the  task 
to  be  performed. 

a-   The  Evaluation  Problem  and  Task 

It  cannot  be  emphasized  too  strongly  that  the  need  to  devel- 
op strong  and  sophisticated  evaluation  capabilities  in  medical  areas  is 
absolute.   It  is  imperative  that  when  recommendations  are  made  con- 
cerning cure,  treatment,  or  management  of  a  disease,  or  concerning  the 
maintenance  of  health  that  those  recommendations  be  based  firmly  on 
facts  scientifically  verified  and  not  merely  on  opinion,  however  well 
informed,  on  accepted  practice,  or  on  current  fad  or  fancy.   The  history 
of  medicine  and  of  health  services  delivery  are  both  replete  with  in- 
stances of  informed  opinion,  accepted  practice,  and  fad  which  proved  in 

?iLTrrTSe  °A,t±mt   tD  ^^  b6en  useless>  wasteful,  and  in  some  instances 
disastrous  (3)   Management  practices  for  control  of  diabetes  should 
rest  on  the  bedrock  of  solid  research  findings. 

There  are  at  present  no  satisfactory  arrangements  for  the 
evaluation  of  diabetes  treatment  and  management  plans.   Indeed,  it  would 
be  difficult  to  devise  satisfactory  arrangements  under  current  condi-  ' 
tions  of  health  care  delivery,  for  reasons  that  will  be  discussed  later. 
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For  the  moment,  however,  it  is  constructive  to  consider  the  consequences 
of  inadequate  evaluations  of  diabetes  treatment  and  management. 

In  many  respects  the  evaluation  of  treatment,  by  which  here 
is  meant  specific  therapies,  is  simpler  than  the  evaluation  of  manage- 
ment of  diabetes,  although  the  two  problems  are  closely  l^ked   A 
treatment  is  more  easily  defined  than  a  management  plan,  and  its 
strength  is  more  easily  measured,  i.e.,  in  terms  of  some  units  of  a  drug, 
hours  of  clinical  contact,  or  whatever.   Moreover,  it  is  ordinarily 
easier  to  specify  the  expected  outcome  of  a  treatment  than  of  a  manage- 
ment plan  (4).   Even  so,  our  current  knowledge  of  the  efficacies  of 
diabetes  therapies  is  abysmally  limited.   Oral  )™*™l'\"l**m 
obvious  case  in  point.   Scarcely  more  is  known  for  sure  about  dietary 
regimens,  insulin  requirements,  and  other  specific  therapies   Most  of 
tne  specific  treatment  of  diabetics  is  still  at  the  level  of  informed 
oninion  e.g.,  on  many  aspects  of  diet,  or  empirical  medicine,  e.g., 
in  Tin^quirements  are  often  set  and  adjusted  periodically  on  a  trial- 
and-error  basis.   But  it  is  in  the  area  of  management  of  diabete and 
the  ancillary  and  supportive  services  that  are  employed  that  critical 
knowledge  of  efficacy  is  most  lacking.   Weight  control  programs   foot 
carf instructions,  diet  education,  patient  motivation  and  utilization 
or  nurse  clinicians  are  all  examples  of  areas  in  which  very  little  could 
be  said  for  sure  about  even  immediate  effects,  let  alone  long  run 
effects.   And  if  really  penetrating  questions  concerning  critical  man 
agement  features  and  cost  effectiveness  were  asked,  our  paucity  ot 
empirical,  confirmable  knowledge  would  be  downright  embarrassing. 

Unevaluated  programs  and  treatments  can  be  damaging  for 
several  reasons  (2).   First,  there  are  programs  and  "^^"^^ 
actually  be  positively  harmful,  no  matter  how  reasonable  and  attractive 
t"hey  may  seem.   Second,  ineffective  or  minimally  effective  treatments 
may  divert  scarce  resources  that  might  better  be  used  in  other  ways 
even  ways  appearing  mundane.   Third,  even  relatively  ineffective  treat- 
ments that  are  mistakenly  judged  effective  may  eliminate  incentives  to 
continue  a  search  for  better  treatments  or  programs  with  the  result  that 
discovery  of  better  treatments  or  programs  is  long  delayed. 

The  evaluation  tasks  to  be  accomplished  in  the  field  of  dia- 
betes are  foreseeable  only  in  a  general  way,  but  it  is  clear  that  the 
tasks  will  be  varied,  continuing,  and,  ultimately,  critical.   Essential- 
ly, however,  the  purposes  of  evaluation  research  units  are  twofold: 
(1)  to  permit  the  strongest  and  most  legitimate  statements  about  the 
causes  of  any  effects  produced,  and  (2)  to  make  the  best  possible  esti- 
mates of  the  practical  importance  of  those  effects.   The  comparative 
evaluation  of  experimental  treatments,  e.g.,  of  drugs,  is  a  familiar 
problem  in  medical  research,  but  it  is  equally  important  to  be  able  to 
evaluate  educational  programs,  training  programs,  social  interventions, 
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incentive  programs,  and  programs  in  information  dissemination,  all  of 
which  are  often  conceived  and  implemented  without  definitive  knowledge 
of  effectiveness  (1-4).   It  is  also  necessary  to  be  able  to  state  with 
reasonable  certainty  whether  a  given  effect  is  of  sufficient  magnitude 
to  be  practically  important  and  cost  effective.   The  fact  that  an  edu- 
cational program  can  be  shown  to  produce  better  results  than  no  program 
may  not  be  useful  and  may  even  be  misleading  unless  it  is  possible  to 
say  whether  the  effect  is  great  enough  to  be  worth  producing  at  some 
cost  in  effort,  money,  and  diversion  of  resources. 

b.   Impediments  to  Evaluation 


The  problems  of  evaluation  are  not  so  much  a  lack  of  scien- 
tific methodology  as  inability  to  apply  that  methodology.   Good 
experimental  methodology  with  random  allocation  of  treatments,  time 
series  analysis,  various  quasi-experimental  designs,  and  even  various 
correlational  methodologies  could,  if  properly  applied,  provide  valuable 
information  bearing  on  the  critical  problems  involved  in  treating  and 
managing  diabetes  (1,2,5).   However,  our  present  ability  to  conduct  the 
investigations  needed,  of  whatever  kind,  is  drastically  limited  by  the 
conditions  under  which  diabetics  are  identified,  treated,  and  assisted 
in  the  management  of  their  diseases.   Even  so,  there  is  great  need  for 
further  work  on  development  of  methods  for  studying  the  processes  and 
outcomes  of  diabetic  case  management.   Measurement  problems,  e.g.   of 
health  status,  of  disease  severity,  or  of  outcome,  are  strong  impedi- 
ments to  good  research  (4) .   A  much  needed  addition  to  design  structure 
is  a  sequential  type  design  which  would  make  it  possible  to  determine 
with  some  certainty  whether  cases  are  deteriorating  or  improving  at  a 
rate  that  would  justify  stopping  the  experiment.   Ways  of  estimating  the 
separate  and  interactive  effects  of  components  of  complex  treatment  are 
another  highly  desirable  methodological  advance.   Some  efforts  may  have 
to  be  directed  specifically  toward  the  development  of  critically  needed 
methodologies  for  evaluation  of  diabetes  programs. 

Still,  we  would  reiterate  that  the  major  problem  lies  in  our 

current  inability  to  control  the  treatment  situation  well  enough  to 
mount  good  experiments  in  the  first  place.   The  difficulties  are  several 

and  they  all  stem  from  structural  problems  in  the  health  care  delivery 
system.  J 

There  is  first  of  all  the  problem  in  limitation  of  the 
availability  of  the  right  mix  of  cases  to  accomplish  the  right  research 
Cases  treated  by  private  practitioners  are  almost  never  available  for 
research  purposes,  and  even  if  they  were,  they  would  be  too  scattered  to 
be  efficiently  used  as  research  subjects.   Research  that  is  to  be  accom- 
plished with  realistic  budgets  requires  concentrations  of  cases.   Where 
cases  are  concentrated,  e.g.,  in  clinics,  they  tend  to  be  unrepresenta- 
tive —  mostly  poor  and  old  —  and  homogeneous  by  type.   Thus,  in  order 
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to  get  samples  of  diabetics  of  different  ages,  in  different  stages  of 
the  disease,  being  treated  by  different  methods,  etc.,  one  must  deal 
with  several  different,  and  usually  widely  separated,  treatment  sites. 
2ft   is  wanted  is  a  concentration  of  cases  of  differing  characteristics. 
We  have  few  if  any  such  situations  at  present. 

A  second  problem  stems  from  the  usual  inability  of  research- 
ers to  exert  any  control  over  the  choice  and  course  of  treatments 
employed  with  clinical  cases.   Both  in  terms  of  clinical  and  research 
"nsiderations  it  might  make  sense  to  have  a  group  of  P^nts  being 
treated  by  some  combination  of  procedures,  but  if  that  combination,  and 
those  with  which  it  is  to  be  compared,  is  not  frequent  in  clinical 
settings,  it  cannot  be  studied.   Moreover,  once  treatment  is  begun,  un- 
less there  are  clearly  important  medical  or  humane  reasons  for  doing  so 
research  demands  that  it  be  continued  in  a  specified  way.   That  level  of 
control  over  treatment  is  quite  difficult  to  achieve  under  present  con- 
ditions.  It  requires  protracted  and  uncertain  negotiations  with  what 
often  prove  to  be  large  numbers  of  highly  independent  providers ,  and 
there  is  no  guarantee  that  agreements  about  modes  of  treatment  will  be 
adhered  to. 

Thirdly,  it  can  be  stated  with  confidence  that  valid  longi- 
tudinal studies  --  and  such  studies  are  precisely  what  is  called  for  - 
are  inordinately  difficult  if  not  impossible  to  accomplish  under  present 
conditions.  Research  cases  are  so  easily  lost  from  the  system  of  care, 
changes  in  treatment  with  changes  in  provider  are  so  frequent,  and  the 
difficulties  of  adequate  closure  of  cases,  e.g.,  in  obtaining  a  valid 
determination  of  cause  of  death  or  of  condition  upon  leaving  the  study, 
that  longitudinal  research  becomes  so  dubiously  achievable  that  it  is 
doubtful  whether  it  is  worth  undertaking  to  begin  with  (cf.  6).  ^a™> 
the  answer  from  a  research  standpoint  is  to  provide  a  situation  m  which 
researchers  have  sufficient  control  to  achieve  the  level  of  research 
management  capability  that  is  necessary. 

Finally,  there  is  the  problem  of  applying  and  gaining  accep- 
tance of  research  findings  in  varying  clinical  settings.   For  example, 
many  clinicians  are  undoubtedly  satisfied  with  what  they  are  doing; 
others  are  too  busy  to  accept  any  intrusion  into  their  practices,  still 
others  probably  do  not  believe  that  research  would  help  them  very  much. 
And,  regrettably,  there  are  those  who  are  resistant  to  research  and  the 
change  it  might  bring,  especially  research  that  threatens  current  modes 
of  treatment  by  involving  paraprof essionals,  consumer-oriented  tech- 
niques, and  other  than  f ee-for-service  arrangements. 
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2;      Future  Directions  in  Research  and  Evaluation  in  TreatmPnf  and 
Health  Care  Delivery  ~ " ■ 

As  research  and  evaluation  in  diabetes  care  and  delivery  is 
developed,  there  will  be  the  inevitable  number  of  troublesome  issues   A 
prime  issue  will  be  problems  raised  by  the  sometimes  restrictive  demands 
of  the  best  scientific  methodology.   The  pressures  to  compromise,  eg   to 
use  observational  and  correlational  data  where  experiments  are  called" 
for,  will  be  strong.   If  all  concerned,  researchers  and  clinicians  alike 
do  not  begin  with  a  very  strong  commitment  to  use  the  best  and  most 
powerful  methods  available,  compromises  which  are  inevitable  will  lead 
to  fatally  weak  research.   Weak  methodology  is  very  expensive  because  it 
leads  to  uncertain  findings  and  the  necessity  for  additional  investiga- 
tions which  could  have  been  obviated. 

A  second  issue  that  is  likely  to  arise  out  of  needs  for  system- 
atic evaluation  is  the  acceptability  of  withholding  treatments  of  one 
kind  or  another  from  some  cases  and  more  generally  the  acceptability  of 
random  allocation  of  those  treatments  that  are  employed  (7,8).   These 
issues  become  troublesome  because  it  so  often  happens  that  particular 
treatments  become  clinically  accepted  before  their  efficacy  has  been 
scientifically  demonstrated  or  because  some  treatments  seem  inherently 
preferable  to  others.   An  example  of  a  clinically  entrenched  therapy  of 
untested  value  is,  conveniently,  provided  by  oral  hypoglycemics.   They 
were  already  widely  accepted  and  used  before  any  critical  tests  had  been 
^TrnS  .   r   ^  many  clinicians  regarded  the  placebo  treatment  in 
the  UGDP  trial  as  questionable  ethically.   Even  when  a  decision  has  been 
made  to  do  a  comparative  trial  of  a  treatment  against  no  treatment,  a 
placebo,  or  an  alternative,  there  may  still  be  resistance  to  random 
allocation  of  treatments  to  individuals  on  the  grounds  of  seemingly 
greater  need  of  some  individuals,  relative  worth  of  individuals,  proba- 
nd a  w^naH  r^POnf '  etC'  (8>'   Ifc  wil1  ^e  a  firm  initial  commitment 
rtLir*,       ^f  P   s^ategy  to  accomplish  high  quality  evaluation  in  a 
clinical  situation  as  fraught  with  clinical  intuition  and  personal  emo- 
tion as  diabetes  management.   It  might  be  noted  here  that  some  of  the 
Physicians  who  participated  in  the  original  planning  of  the  current 
clinical  trial  of  laser  treatment  in  retinopathy  have  since  refused  to 
allow  their  patients  to  be  subjects  because  they  have  become  convinced 
of  the  efficacy  of  the  treatment.   Early  evidence  suggests  that  their 
isnftronCG  ^  n0t  JUStified-   The  case  for  controlled  clinical  trials 

,„a   -v,  A  thlrd  ^SSUe  concerns  the  composition  of  the  evaluation  team 
and  the  nature  of  its  leadership.   In  a  field  powerfully  organized  by 
status  hierarchies,  as  is  medicine,  conflicts  can  easily  arise  when  the 
work  or  the  ideas  of  individuals  representing  not  only  different  sta- 
tuses but  different  disciplines  is  to  be  evaluated.   It  is  essential 
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that  there  be  a  commitment  to  evaluation  of  both  individual  and  coopera- 
tive activities  and  that  a  team  spirit  prevail.   There  are  particularly 
likely  to  be  conflicts  between  individuals  with  a  predominantly  clinical 
orientation  and  those  whose  orientation  is  more  generally  toward 
research  (2).   It  must  be  recognized  that  good  evaluation  depends  upon 
cooperative  efforts  between  those  persons  responsible  for  running  a 
program  and  those  responsible  for  evaluating  it.   Such  cooperation  is 
more  easily  built  into  an  organizational  framework  than  elicited  after 
working  procedures  are  well  established.   Thus,  we  would  argue  strongly 
for  planning  for  evaluation  activities  from  the  very  beginning  of  any 
enterprise  (4,5). 

a.   A  Plea  for  Strong  Treatments 

In  order  to  achieve  correct  and  meaningful  evaluations  of 
any  types  of  interventions,  it  is  necessary  that  the  interventions  be 
implemented  in  a  satisfactory  way.   Probably  as  many  interventions  are 
judged  ineffective  because  of  poor  implementation  as  for  genuinely  weak 
effects   Put  another  way,  if  we  wish  to  be  able  to  make  statements 
about  the  potential  effectiveness  of  a  treatment,  then  the  treatment  _ 
should  be  tested  at  a  strong  or  optimal  level.   An  illustrative  case  is 
the  UGDP  study  which  has  been  criticized  for  using  constant  dosage 
levels  which  may  not  have  been  optimal  for  more  than  a  few  of  the  sub- 
jects receiving  either  oral  hypoglycemics  or  insulin  (6).   One  should 
not  try  to  make  a  critical  evaluation  of  the  effectiveness  of  para- 
professionals  unless  those  paraprof essionals  have  received  very  good 
training.   A  new  type  of  health  service,  e.g.,  home  visits  for  patient 
education,  should  not  be  evaluated  unless  the  program  is  strong  enough 
that  one  would  expect  that  it  should  have  effects  if  it  is  ever  going  to. 
An  objection  may  be  raised  about  testing  of  treatments  or  interventions 
at  levels  scarcely  likely  to  be  achieved  under  field  conditions.   There 
are  two  distinct  evaluation  questions  involved.   A  first  question  is 
whether  an  intervention  can  possibly  be  expected  to  have  effects.   That 
is  the  critical  first  question,  and  it  should  be  answered  satisfactorily 
before  proceeding  to  the  second,  perhaps  realistic,  question  whether  an 
intervention  is  likely  to  work  under  conditions  of  actual  implementation. 
The  first  question  has  prior  importance  since  it  provides  a  basis  on 
which  to  make  the  decision  to  abandon  an  intervention  or  to  try  to  lm 
prove  its  implementation  in  the  field. 

b.   Evaluation  of  Process  and  Outcome 

Evaluation  of  diabetes  treatment  and  management  programs 
will  require  study  of  both  the  processes  and  outcomes  of  care  (4,5).   It 
is  by  now  well  established  that  the  evaluation  of  the  processes  by  which 
health  services  are  carried  out  is  not  sufficient  to  validate  the  qual- 
ity of  care  being  given.   Given  our  present  state  of  knowledge,  it  is 
perfectly  possible  to  be  delivering  health  services  in  complete 
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compliance  with  current  recommendations  and  still  be  doing  little  of 
value  for  the  patient,  and  worse,  still  be  doing  harm.   It  is  absolutely 
essential  that  outcome  studies  be  done  in  order  that  health  services 
may  be  improved  and  be  demonstrated  in  a  positive  way  to  be  of  value. 
Yet,  it  will  be  difficult  if  not  impossible  to  improve  health  services 
if  there  is  not  careful  documentation  and  study  of  the  care  that  is 
actually  being  given.   Health  services  cannot  be  studied  as  a  "black 
box"  with  only  inputs  and  outputs  being  observable.   Unless  the 
processes  of  care  are  studied,  we  will  not  know  what  was  done,  how 
carefully  it  was  done,  how  much  of  it  was  done,  and  who  did  it.   Ideal- 
ly, integrated  studies  should  be  done  in  which  processes  and  outcomes 
are  studies  in  the  same  matrix,  and,  if  the  cost  benefit  of  treatments 
is  to  be  determined,  it  is  even  desirable  to  study  the  broader  impact 
of  ameliorative  efforts,  i.e.,  effects  of  overall  quality  of  life, 
family  stability  and  economic  status,  and  the  like. 

Studies  of  health  services  in  diabetes  treatment  and  manage- 
ment will  be  insufficient  unless  the  contributions  of  both  providers  and 
patients  are  studied.   Patient  behaviors  are  critical  to  both  adequate 
processes  and  outcomes  in  diabetes  management,  perhaps  more  than  with 
most  other  diseases.   The  diabetic  patient  has  many  responsibilities, 
and  some  of  the  behavior  patterns  that  are  required  are  quite  complex. 
The  best  dietary  prescriptions  are  worthless  if  the  patient  cannot 
understand  them  or  will  not  follow  them.   Neither  understanding  nor 
acceptance  can  be  assumed.   The  health  care  provider  team  and  the 
patient  must  form  a  therapeutic  alliance  if  ultimate  outcomes  are  to  be 
successful.   It  is  important  that  we  understand  the  terms  on  which  that 
alliance  can  be  achieved  and  maintained. 
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III.   RECOMMENDATIONS 


A.   GOALS 


The  overall  goal  for  future  directions  in  the  treatment  of  diabetes 
mellitus  is  to  achieve,  through  research,  development  and  training,  the 
necessary  capabilities  and  effectiveness  of  modes  of  therapy  and  health 
care  delivery  systems  "to  permit  those  with  diabetes  to  live  effective 
and  productive  lives  while  minimizing  or  eliminating  complications  fre- 
quently associated  with  diabetes." 

Many  specific  needs  and  recommendations  for  achieving  this  goal  are 
included  m  the  section  on  "Future  Directions"  earlier  in  this  report 
and  are  recapitulated -in  brief  in  the  project  summaries  at  the  end.   ' 

However,  a  number  of  specific  recommendations  regarding  Delivery  of 
Health  Care  and  Research  and  Evaluation  in  Treatment  and  Health  Care 
Delivery  warrant  highlighting  here  and  are,  therefore,  listed  below. 

Additional  recommendations,  especially  regarding  work  that  is  needed 
Fni-n^en°P  °!.lmprOVe  modes  of  the"Py  are  highlighted  in  detail  in  the 
Future  Directions  portion  of  the  Modes  of  Therapy  section  that  appeared 


SUMMARY  OF  DELIVERY  OF  HEALTH  CARE  RECOMMENDATIONS 
1.   Quantity  of  Services 


a. 


b. 


Assessment  of  qualified  manpower.   The  National  Center  for 
Health  Statistics,  American  Diabetes  Association,  the 
American  Association  of  Diabetes  Educators,  and  all  health 
professional  societies,  colleges,  associations  and  academies 
be  requested  to  identify  within  their  organization,  those 
members  who  are  active  and  skilled  in  the  treatment  of  dia- 
betes in  adults  and  children.   The  resulting  information 
should  be  made  available  to  a  continuing  National  Council  on 
Diabetes  (described  in  Section  III  of  this  report)  to  use 
and  distribute  in  an  appropriate  manner. 

All  health  professional  education  and  training  programs 
should  be  urged  to  include  appropriate,  identifiable  educa- 
tional experiences  in  diabetes  in  their  respective  programs. 
This  should  be  encouraged  by  the  National  Council  on  Dia- 
betes through  the  appropriate  professional  groups. 
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f . 


The  Health  Services  Agencies  established  under  the  National 
Health  Planning  and  Resource  Development  Act  of  1974  should 
be  encouraged  to  identify  and  coordinate  diabetes  referral 
and  communication  networks  within  their  respective  areas  of 
jurisdiction.   This  should  be  a  function  of  the  continuing 
National  Council  on  Diabetes. 

Regional  Diabetes  Centers  should  stimulate,  develop,  and 
demonstrate  means  of  increasing  the  quantity  of  health  care 
available  at  primary,  secondary,  and  tertiary  levels  and  its 
appropriate  utilization. 

The  public,  in  general,  must  become  increasingly  aware  of 
the  nature  of  diabetes  and  its  treatment.   Programs  in 
awareness  should  be  developed  and  provided  by  the  Centers, 
State  Health  Departments,  voluntary  health  agencies,  the 
Center  for  Disease  Control,  and  other  groups  which  must  be 
stimulated  by  the  continuing  National  Council  on  Diabetes. 

Patient  education  and  involvement  is  imperative  if  we  are  to 
effectively  increase  available  manpower.   Payment  for 
patient  education  by  3rd  party  payers  (private  and  federal) 
is  imperative.   Voluntary  health  agencies,  The  National 
Council  on  Diabetes  and  other  federal  and  consumer  groups 
should  lead  this  fight. 

Means  of  encouraging  patient  compliance  must  be  identified 
and  studied.   The  National  Center  for  Health  Service  Re- 
search, Medicare,  3rd  party  payers,  Regional  Centers,  and 
other  federal  and  private  agencies  and  foundations  must  be 
approached  for  understanding  and  support.   The  inclusion  of 
competent  and  cooperative  patients  into  the  health  care 
system  promises  an  impressive  impact  on  a  manpower  needs. 


2.   Quality  of  Service 


a. 


All  health  licensure  agencies  and  professional  groups  should 
be  encouraged  to  include  specific  appropriate  questions  on 
diabetes  in  their  testing  instruments  and  examination  pro 
grams.   The  National  Council  on  Diabetes  should  be  charged 
with  this  responsibility. 

Groups  responsible  for  the  continuing  education  of  health 
professionals  should  be  encouraged  to  include  programs  on 
diabetes  in  their  ongoing  educational  programs  according  to 
its  importance  in  the  particular  specialty.   Recertif ication 
efforts  should  demonstrate  appropriate  skills  m  the  field 
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of  diabetes.   This  should  also  be  a  function  of  the  National 
Council  on  Diabetes. 

Specialty  boards  in  diabetes  should  be  considered  by  at 
least  physician,  nursing  and  dietary  groups  as  well  as  iden- 
tifying their  roles  in  the  primary,  secondary,  and  tertiary 
levels  of  health  care. 

Recommendations  for  adoption  of  PSRO  standards  included  in 
the  appendix  should  be  stimulated  through  cooperative 
efforts  among  all  health  professional  groups  and  federal 
agencies  and  should  be  the  responsibility  of  the  National 
Council. 


e. 


f. 


Continuing  research  in  quality  assessment  must  be  stimulated 
and  implemented  by  joint  efforts  between  the  private  and 
governmental  groups.   Health  Services  Research,  voluntary 
health  agencies  and  foundations  should  be  encouraged  by  the 
National  Council  to  support  this  research. 

Regional  Centers  must  have  as  a  major  priority  the  responsi- 
bility of  establishing  training  models  for  the  delivery  of 
quality  health  care.   This  assurance  must  be  included  in 
recommended  legislation  to  the  Congress. 

The  education  and  support  of  informed  patients  must  be 
demonstrated  and  taught  by  Regional  Diabetes  Centers  in  co- 
operation with  other  federal  and  private  groups  and  this  too 
must  appear  in  recommended  legislation. 

Provider,  consumer  and  third  party  payers  should  be  made 
aware  of  the  value  of  patient  education  and  accept  it  as  an 
integral  part  of  quality  care.   Several  professional  socie- 
ties and  associations  have  already  issued  policy  statements 
and  others  should  be  encouraged  by  the  National  Council  on 
Diabetes.   Consumer  groups  should  also  be  encouraged  to 
request  such  services. 

3-   Summary  of  Evaluation  Recommendations 

It  may  be  helpful  to  summarize  the  recommendations  which  should 
be  implemented  in  the  development  of  evaluation  programs  within  the 
field  of  diabetes. 

a.   Evaluation  should  be  an  integral  part  of  all  diabetes 

centers  and  programs,  as  much  for  research,  training  and 
management  aspects  as  for  clinical  treatments.   By 


h. 
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"integral"  is  meant,  among  other  things,  that  evaluation 
should  be  planned  for  at  the  inception  of  programs  and  not 
grafted  on  later. 

b   A  broad  array  of  evaluation  methodologies  should  be  open  for 
consideration,  but  there  should  be  a  firm  commitment  to  the 
strongest  possible  forms  of  evaluation.   Development  of  new 
methodologies  when  necessary  should  be  an  accepted  and  sup- 
ported function  of  evaluation  teams. 

c   Clinicians  and  researchers  should  function  together  in  the 
planning  of  programs  and  their  evaluations,  with  each  group 
having  shared  commitments  to  strong  programs  and  strong 
evaluations. 

d.   Programs  and  the  settings  in  which  they  are  implemented 

should  be  of  sufficient  scope  to  provide  an  appropriate  mix 
of  cases,  conditions,  and  sites  to  make  possible  good 
evaluations. 

e   Treatment  and  management  settings  should  be  developed  which 
make  possible  genuinely  longitudinal  studies  over  sufficient 
periods  of  time  and  with  sufficient  control  to  permit  defin- 
itive conclusions. 

f.  The  rationale  for  experimentation,  with  random  allocation  of 
treatments,  should  be  developed  in  a  persuasive  way  and  be 
agreed  upon  by  all  concerned  before  controlled  clinical 
evaluations  are  undertaken. 

g.  Provision  should  be  made  for  careful  studies  of  both  the 
processes  and  outcomes  of  care. 

h.   Contributions  of  both  providers  and  consumers  of  health 
services  to  the  successful  management  of  diabetes  must  be 
studied. 

i.   Treatments  to  be  evaluated  should  be  implemented  in  a 

"strong  form,"  as  defined  earlier.   This  is  an  especially 
important  requirement  for  training  programs,  social  inter- 
ventions, etc. 


B.   APPROACHES 


Based  on  the  intensive  inquiries,  reviews,  and  discussions  of  this 
Workgroup  on  Treatment  over  the  past  three  months,  and  drawing  as  well 
upon  the  varied  backgrounds  of  our  members  in  experience  and  expertise 
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with  diabetes,  we  recommend  the  following  approaches  to  meeting  the 
needs  of  people  with  diabetes  mellitus  in  this  country. 

!•   A  National  Diabetes  Council,  Staff,  and  Study  Section 

There  should  be  established  a  permanent  National  Diabetes  Council 
or  Agency  supported  by  a  permanent  staff,  to  coordinate  on-going  federal 
programs  related  to  diabetes,  to  identify  and  initiate  new  programs  that 
are  needed,  and  to  take  such  other  steps  as  are  necessary  to  implement 
the  recommendations  of  this  Commission. 

This  Council  or  Agency  should  operate  directly  in  the  office  of 
the  Assistant  Secretary  for  Health  for  the  Department  of  Health,  Educa- 
tion, and  Welfare. 

In  order  to  accomplish  its  mission,  it  would  need  to  articulate 
and  carry  out  comprehensive  programs  for  diabetes,  working  through  vari- 
ous federal  agencies  and  in  cooperation  with  state  and  voluntary  groups. 
Among  the  alternative  approaches  that  might  be  taken,  one  possible  model 
is  presented  as  Appendix  E,  MA  National  Diabetes  Policy  and  Program." 


Related 
mendations  that 
Division  of  Res 
lines  for  this 
clinical  resear 
care,  complianc 
composition  of 
these  areas.  P 
relegated  to  a 


to  the  development  of  such  a  Council  or  Agency  are  recom- 
there  be  created  a  Diabetes  Study  Section  within  the 
earch  Grants,  National  Institutes  of  Health.   The  guide- 
Study  Section  should  include  both  basic  laboratory  and 
ch,  including  research  into  modes  of  therapy,  delivery  of 
e  with  treatment  regimes  and  evaluation  of  treatment;  the 
the  Study  Section  should  reflect  expertise  in  each  of 
riority  should  be  such  that  clinical  research  is  not 
secondary  position. 


2-   Current  Mechanisms  for  Funding 

We  support  the  current  mechanisms  for  funding  of  biomedical 
research,  namely: 

a.  Individual  project  grants 

b.  Institutional  project  grants 

c.  Contracts 

d.  Diabetes  clinical  research  centers 

e.  "Core"  project  programs. 
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We  emphasize,  as  we  did  in  our  earlier  definition  of  treatment,  that 
research  into  treatment  includes : 

a.  Modes  of  therapy 

b.  Delivery  of  therapy 

c.  Compliance  with  therapy 

d.  Evaluation  of  therapy. 

Research  into  these  areas  needs  to  be  broadened,  and  additional  support 
generated  for  this  purpose. 


3.   Regional  Diabetes  Centers 


RECOMMENDATIONS 

It  is  recommended  that  every  diabetic  patient  and  every  profes- 
sional who  participates  in  the  care  of  diabetes  will  ultimately  have  a 
real  or  potential  relationship  with  a  Regional  Diabetes  Center.   Each 
Center  should  have  simultaneous  significant  programmatic  commitments  to 
basic  research  in  the  biological  aspects  of  diabetes  as  well  as  in 
health  care  delivery,  should  participate  actively  in  delivery  of  care  to 
selected  persons  with  diabetes  (for  reasons  discussed  below) ,  and  should 
have  active  educational  programs  for  both  professionals  and  patients. 
These  components  are  specified  in  the  National  Diabetes  Act  and  are  in- 
separable in  the  Center  concept  of  this  Act.   However,  these  require- 
ments are  not  meant  to  exclude  nor  discourage  support  for  single  or 
collaborative  basic  or  applied  research  programs,  or  individual  institu- 
tional education  or  treatment  programs,  which  would  presumably  find 
financial  support  through  traditional  channels. 

a.   Functions  of  Regional  Diabetes  Centers 

The  functions  which  Regional  Diabetes  Centers  should  coordi- 
nate or  provide  can  be  considered  in  six  categories:   (1)  basic 
biological  research;  (2)  research  and  development  in  health  care 
delivery  to  persons  with  diabetes;  (3)  special  patient  care  activities; 
(4)  community  support  activities;  (5)  data  collection  and  standardiza- 
tion; and  (6)  professional  education  and  training. 

Brief  descriptions  of  these  functions  are  presented  below  in 
the  perspective  of  the  Workgroup  on  Treatment.   Each  of  these  serves  one 
or  more  of  the  requirements  for  Centers  as  stipulated  in  Section  435(a) 
of  P.L.  93-354. 
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1)   Basic  biological  research:   This  is  detailed  in  other 
sections  of  the  report.   Specific  funds  for  basic  bio- 
logical research  made  available  through  the  Center  would 
be  used  to  provide  essential  "core"  facilities  for  col- 
laborative research  and  "starter"  support  for  projects 
in  a  manner  similar  to  present  general  research  support 
(GRS). 


Major  support  for  individual  projects  should  be  sought 
through  national  competitive  peer  review  mechanisms. 

2)  Research  and  development  in  health  care  delivery  for 
persons  with  diabetes:   These  efforts  by  centers  should 
include  careful  longitudinal,  prospective  studies  of 
different  treatment  modalities  and  their  effectiveness, 
and  .studies  of  the  most  effective  wasy  of  delivering  the 
care  presently  available,  including  special  inquiry  into 
possible  new  roles  for  health  professionals.   Specific 
topics  for  study  are  included  in  other  sections  of  this 
report. 

3)  Special  patient  care  functions:   The  usual  roles  and 
activities  of  university  medical  centers  should  be  a 
critical  and  major  part  of  the  activities  of  Regional 
Centers.   These  should  include: 

a)  Involvement  in  certain  ways  in  primary  and  secondary 
care  services  —  to  the  extent  necessary  to  provide 
care  for  the  enrolled  population  of  diabetic  patients 
as  well  as  for  clinical  and  health  care  delivery 
research  and  for  training. 

b)  The  provision  of  referral  or  tertiary  care  for  the 
patients  in  the  region  —  the  end-point  of  the 
referral  network.   This  is  necessary  for  optimal 
patient  care  as  well  as  for  research  purposes,  to 
aggregate  enough  cases  of  specialized  types  for  re- 
search and  development  of  new  modes  of  therapy. 

Community  support  functions:   The  Regional  Diabetes  Cen- 
ter should  provide  the  setting  for  assembly  and 
coordination  of  a  broad  array  of  activities  in  its 
"community,"  i.e.,  the  region  which  it  serves.   Those 
functions  will  differ  from  center  to  center,  depending 
on  the  available  resources,  existing  programs,  geography, 
demography,  and  established  referral  pattern  of  each 
region.   Overall  the  Center  is  seen  as  the  focus  for 
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regional  activities  concerning  diabetes.   Some  of  the 
community  related  functions  which  the  Center  might  serve 
are: 

a)  Coordination  with  programs  of  existing  agencies 
(e.g.,  ADA  and  JDF  local  chapters,  United  Fund  Agen- 
cies, State,  County,  and  local  Health  Departments, 
individual  institutional  diabetic  education  programs) 
to  assure  access  to  these  activities  by  all  inter- 
ested diabetics  and  their  families,  and  to  reduce 
duplication  and  insure  adequate  breadth  within  a 
given  region. 

b)  Participation  in  provision  of  a  resource  center  for 
creation,  dissemination,  and  evaluation  of  education 
programs  for  all  sectors  of  the  community  —  non- 
diabetic  as  well  as  diabetic;  those  programs  might 
be  presented  within  the  center  as  well  as  in  various 
key  points  within  the  regional  "community." 

c)  Organization  and  coordination  of  public  campaigns  to 
increase  awareness  of  the  prevalence  and  significance 
of  diabetes  as  a  health  problem,  with  the  goals  of: 
detection  and  treatment  for  all  of  the  diabetics  of 

a  given  region;  and,  better  understanding  of  the 
problems  of  diabetic  patients  by  society  in  general. 

d)  The  establishment  of  model  care/education  teams 
which  can  travel  to  various  locations  within  the 
region,  assist  local  professionals  in  establishing 
or  upgrading  local  programs,  provide  periodic  on- 
site  consultation,  test  new  programs  of  education, 
and  act  as  a  periodic  reminder  to  professionals  and 
patients  alike  of  the  existence  of  and  services 
available  from  the  Regional  Center. 

e)  Maintain  a  permanently  open  "hot  line,"  appropriate- 
ly staffed,  to  permit  health  care  professionals  and 
patients  to  receive  consultation  or  information  con- 
cerning diabetes  and  its  care  at  any  time. 

5)  Data  collection  and  standardization  functions:  The  Re- 
gional Diabetes  Center  should  serve  as  the  collector  of 
data  and  records  concerning  the  diabetic  persons  in  its 
designated  region.  In  addition,  each  Regional  Center 
would  serve  as  part  of  a  national  network  for  data  col- 
lection. Some  possible  functions  served  by  such  a 
network  are : 
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a)  To  provide  a  continuing  data-base  for  longitudinal 
studies  of  the  natural  history  of  the  diabetic 
state. 

b)  To  contribute  to  a  sufficiently  large  national  pool 
of  data  so  that  epidemiologic  variables  in  diabetes 
could  be  detected  and  studied. 

c)  To  provide  a  record-keeping  system  which  will  permit 
rapid,  thorough,  and  consistent  evaluation  of  the 
effectiveness  of  new  therapies. 

d)  To  provide  a  basis  for  maintaining  continuity  of 
records  for  individuals  as  they  grow  older  and/or 
move  about  the  country;  with  due  consideration  of 
patient  privacy. 

Many  of  these  functions  might  be  tied  to  existing 
national  (Center  for  Disease  Control)  and  state  (health) 
department)  surveillance  programs. 

6)   Professional  education  and  training  functions:   The  Re- 
gional Diabetes  Centers  should  be  the  focal  point  of  a 
network  of  professional  training  and  retraining,  and  of 
professional  review  activities  for  the  area  served. 
Among  the  functions  should  be: 

a)  Continuing  education  concerning  diabetes  diagnosis, 
management,  and  research  for  the  primary  and  secon- 
dary care  providers  of  the  region.   For  example,  this 
might  take  the  form  of  in-Center  programs  as  well  as 
support  of  local  practitioners  in  their  communities. 

b)  Establishment  and  facilitation  of  region-wide  net- 
work of  primary,  secondary,  and  tertiary  care 
referral  capabilities  for  patients  with  diabetes,  to 
insure  that  each  patient  can  and  will  receive  the 
appropriate  level  of  care  and  expertise  for  individ- 
ual problems,  but  also  supporting  the  concept  of  a 
continuing  relationship  of  each  patient  to  a  single 
primary  care  provider. 

c)  The  training  of  new  physician  diabetic  specialists 

—  future  secondary  and  tertiary  providers  —  through 
residency,  fellowship,  and  postgraduate  education 
programs  (to  be  more  fully  developed  in  the  report  on 
professional  education) . 
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d)  Establishment  (with  full  consultation  at  all  levels) 
of  regional  standards  for  care  of  diabetes,  and 
surveillance  of  compliance  with  those  standards  in 
accordance  with  existing  legislation  and  policies 
concerning  professional  standards  review. 

e)  Special  training  concerning  diabetes  for  interested 

or  specially  designated  community  professionals  of  all 
levels  and  descriptions,  with  the  goal  of  raising 
the  quality  of  care  and  follow-up  at  the  local  level. 
This  training  might  include  specific  courses  of 
study,  certification,  and  recertif ication  of  both 
physicians  and  non-physician  professionals,  and 
could  utilize  a  variety  of  facilities  in  the  region, 
such  as  diabetic  camps,  community  colleges,  etc. 

f)  Exploration  of  new  health  careers  concerned  with  dia- 
betes; research  into  new  professional  definitions 
related  to  the  needs  of  diabetic  patients,  and 
creation  and  evaluation  of  educational  programs  to 
train  such  new  professionals. 

b.   Additional  Comments 

The  relationship  of  the  proposed  Regional  Diabetes  Centers  to 
existing  University  Medical  Centers  requires  some  explication.   While  it 
is  likely  (and  desirable)  that  Regional  Centers  be  established  around  or 
adjacent  to  university  medical  complexes,  the  Diabetes  Center  should  have 
functions  and  roles  much  broader  than  those  historically  present  in 
university  hospital  or  clinic  programs.   The  university,  however,  should 
be  available  as  a  resource  (on  specific  contract  for  both  personnel  and 
facilities)  to  the  educational  and  service  programs  of  the  Center. 

It  will  be  necessary  for  the  Center  to  have  clear  fiscal  and 
administrative  autonomy.   Such  delineation  will  ensure  for  the  Center 
freedom  from  the  inherent  constraints  of  the  academic  center  on  one  hand, 
and,  on  the  other  hand,  avoid  further  strain  on  increasingly  stressed 
academic  resources.   That  autonomy  will  permit  the  director  of  the  Center 
to  negotiate  freely  with  any  university,  community,  or  governmental 
agency,  to  provide  for  the  services  or  obtain  the  consultation  necessary 
to  fulfill  the  Centers'  missions.   The  Center  can  then  serve  to  coordi- 
nate resources  in  a  variety  of  sectors,  public  and  private,  with  greater 
efficiency  and  breadth  of  services  and  programs.   One  model  of  Center- 
organization  might  be  a  consortium  of  agencies   in  a  given  region,  with 
a  University  medical  center  playing  a  large,  but  not  exclusive  role. 


70 


As  detailed  in  an  earlier  section  of  this  report,  each  Cen- 
ter should  provide  for  comprehensive  and  continuous  evaluation  of  the 
effectiveness  and  appropriateness  of  each  of  its  functions. 

c.   Budget  Estimates 

While  each  of  the  proposed  regional  center  will  be  distinc- 
tive in  character,  and  draw  upon  different  available  initial  resources, 
there  should  be  relatively  similar  administrative  and  coordinating 
functions  in  all  of  them.   The  budget  estimation  on  the  following  pages  is 
very  rough  approximation  of  the  costs  of  those  functions,  with  sugges- 
tions for  the  sort  of  professionals  and  staff  appropriate  to  the  Center's 
missions  described  herein. 
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Personnel  (ID:    Budget 

Calculated  at: 

$50,000  per  Professional  Staff  person  (M.D.) 
35,000  per  Professional  Staff  person  (other) 
20,000  per  support  staff  person  (middle  level) 
12,000  per  clerical/technical  person 


No. 
4 

5 
6 
3 


Professional  Staff  (M.D.  or  equivalent) 
Professional  Staff  (other) 
Support  Staff 
Secretarial/clerical 

overhead 


$200,000 

175,000 

120,000 

36.000 

65% 


345, 150 


Subtotal  $876,150 

Program  Support  (Functions  2,  3,4)_     250.000 


Sub  total 
*Basic  Research  and  Training 
Support  (Function  1) 


$1,126,000 
800.000 


$1,926,000 

=      $2,000,000/center/year  at 
full  operational  activity 

*this  item  is  an  approximation  of  a  reasonable  amount  of  funds  to  provide  "starter" 
or  seed  money  for  projects  in  and  about  the  Regional  Center.    It  is  not_  intended 
to  provide  long-term  support  nor  to  supplant  research  funds  obtained  through 
peer-review  mechanisms. 


*. 


73 


4.   New  and  Expanded  Roles  for  Health  Professionals  and  Patients 

There  are  demonstration  projects  where  care  and  education  of 
patients  with  diabetes  are  carried  out  by  various  health  professionals 
including  clinical  nurse  specialists,  physician's  assistants,  clinical 
dietitians,  pharmacists,  and  others.   It  is  desirable  to  utilize  to  the 
fullest  extent  the  skills  of  these  highly  trained  and  experienced  health 
professionals  in  all  aspects  of  diabetic  management,  care,  and  education. 
Projects  should  be  funded  to  delineate  the  truly  professional  roles  of 
these  personnel,  and,  also,  to  delineate  their  present  functions  which 
might  better  be  delegated  to  those  with  lesser  educational  background 
(e.g.,  clinical  dietetic  (diabetes)  specialist  and  dietetic  technician). 

Other  relatively  untapped  resources  for  helping  other  diabetic 
patients  are  diabetic  patients  themselves.   The  further  development  of 
sound  self-help,  diabetic-to-diabetic  programs  along  lines  already  begun 
in  several  places  should  be  encouraged  and  supported. 

It  is  highly  desirable,  from  a  treatment  and  from  an  economic 
point  of  view,  that  demonstration  projects  be  funded  and  evaluated  (in- 
cluding considerations  of  relative  cost)  for  these  purposes. 

5.   Use  of  Other  Resources 

The  National  Commission  on  Diabetes  has  the  opportunity  to  make 
recommendations  for  the  use  of  all  National,  State,  and  area  resources 
to  help  meet  the  health  care  needs  of  people  with  diabetes. 

A  special  report  identifying  resources  in  various  federal  agen- 
cies and  state,  regional,  and  voluntary  organizations  has  been  prepared 
by  Mrs.  Joyce  Kortman. 

The  Commission  should  include  in  its  recommendations  the  on- 
going identification  by  all  federal  agencies  of  diabetes-related  or 
potentially  diabetes-related  programs  and  resources,  with  the  aim  that 
maximum  use  be  made  of  existing  commitments  of  funds  to  further  the 
goals  of  diabetic  research,  training,  and  treatment. 


C.   PROJECT  SUMMARIES 

The  following  project  summaries  represent  suggestions  for: 

National  Diabetes  Council,  Staff  and  Study  Section 

Professional  Education,  Quality  Assurance,  Health  Services 
Research,  Center  for  Disease  Control 

Patient  Education,  Compliance  and  Adherence 

Regional  Diabetes  Centers 

Modes  of  Therapy. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE:   NATIONAL  DIABETES  COUNCIL 


OBJECTIVE: 


Provide  continuing  interest  and  support  from  the 
federal  government  in  the  areas  of  diabetes,  research, 
education,  and  training. 


DESCRIPTION  OF  PROJECT: 

Establish  National  Diabetes  Council  which  would  plan,  initiate, 
and  coordinate  all  federal  efforts  in  the  area  of  diabetes  and' 
coordinate  efforts  with  other  non-federal  agencies  and  groups. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 


Include  as  an  essential  part  of  the  Commission's  recommen- 
dations that  an  ongoing  National  Diabetes  Council  be 
established. 

Recommend  that  groups  outside  of  the  federal  government  be 
included  in  its  composition;  i.e.,  consumers,  providers, 
voluntary  health  agencies,  etc. 


2. 


PRESENT  STATUS: 

Being  considered  by  most  workgroups. 


INPUT  REQUIRED: 

Development  of  Council's  structure,  responsibilities,  composition, 
and  ascertain  its  inclusion  with  highest  priority  in  the 
Commission's  report. 


FORM  OF  RESULTS: 

Establishment  of  an  ongoing  Council, 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE:   DIABETES  COORDINATING  COMMITTEE 

OBJECTIVE:      Provide  continuing  interest  and  support  from  the 

federal  government  in  the  areas  of  diabetes,  research, 
education,  and  training. 


DESCRIPTION  OF  PROJECT: 

Expand  and  establish  the  concept  of  a  Diabetes  Committee  as 
described  in  PL93-354. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 


1. 


2. 


Include  as  an  essential  part  of  the  Commission's  recommen- 
dations that  an  ongoing  Diabetes  Coordinating  Committee  be 
established. 

Recommend  that  groups  outside  of  the  federal  government  be 
included  in  its  composition,  i.e.,  consumers,  providers,  and 
voluntary  health  agencies. 


PRESENT  STATUS: 

Requested  in  PL93-354  but  poorly  defined  and  limited  to  federal 
composition. 


INPUT  REQUIRED: 

Development  of  committee's  structure,  responsibilities,  compo- 
sition, and  ascertain  its  inclusion  with  highest  priority  in  the 
Commission's  report. 


FORM  OF  RESULTS: 

Recommendations  appear  in  legislative  format  and  sent  to  congr 


ess, 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE:   LEGISLATION  FOR  ESTABLISHMENT  OF  DIABETES  CENTER 


OBJECTIVE: 


Improvement  of  research,  education,  and  treatment  in 
the  field  of  diabetes. 


DESCRIPTION  OF  PROJECT: 

Develop  (immediately)  appropriate  legislation  for  the  establish- 
ment of  10  to  15  diabetes  centers  under  the  National  Diabetes  Act 
of  1974,  to  be  brought  before  Congress  in  early  1976. 

KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Agreement  of  Commission  on  scope,  nature,  composition,  goals, 
and  objectives,  funding,  evolution,  etc.  of  centers. 

2.  Writing  a  legislative  bill. 

3.  Submit  to  Congress  in  December  1975. 

PRESENT  STATUS: 

Beginning  to  develop  concept  in  Commission. 


INPUT  REQUIRED: 

Joint  action  of  all  Commission  committees  and  workgroup  to 
develop  concept. 


FORM  OF  RESULTS: 


Legislative  bill. 


77 


PROJECT  TITLE: 


PROJECT  SUMMARY  SHEET 


ESTABLISHMENT  OF  REFERRAL  NETWORK  FOR  TREATMENT  OF 
DIABETES 


OBJECTIVE: 


Improvement  of  treatment  of  those  with  diabetes  by 
identifying  and  developing  resource  and  referral 
patterns. 


ft 

■ 


APPROACH  TITLE: 

Identification  of  regional  resources  in  treatment  of  diabetes. 

DESCRIPTION  OF  PROJECT: 

Identification  of  regional  facilities  and  personnel  organization 
into  an  appropriate  referral  network. 

KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1   Include  as  responsibility  of  Centers. 

2.      Encourage  development  by  National  Diabetes  Council. 

PRESENT  STATUS: 

No  networks  formally  exist. 

INPUT  REQUIRED: 

Include  in  recommendations  under  treatment. 

FORM  OF  RESULTS: 

Identification  of  resources  and  incorporation  into  effective 
referral  network. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE: 


A  PROGRAM  FOR  COMPREHENSIVE  REGIONAL  CENTERS  FOR 
DIABETES 


OBJECTIVE: 


Establishment  of  comprehensive  regional  diabetes  center 
to  coordinate  research,  teaching,  and  care  in  a  deline- 
ated area. 


DESCRIPTION  OF  PROJECT: 

Establishment  of  a  consortium  and  administrative  apparatus  for 
coordination  of  existing  resources  and  introduction  of  new  proj- 
ects to  meet  center  goals  (see  Center  description) . 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 


1. 
2. 
3. 
4. 


Acceptance  of  principle  by  national  (federal?)  agency. 
Appropriation  of  funds. 

Selection  of  critical  personnel  with  appropriate  perspective 
Development  of  broadest  possible  spectrum  of  sectors  and 
agencies,  governmental,  educational,  and  voluntary. 


PRESENT  STATUS: 


No  existing  structures. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE:   PROFESSIONAL  EDUCATION  —  DIABETES  MELLITUS 


OBJECTIVE: 


Improvement  of  management  of  diabetes  through  edu- 
cation, cooperation,  and  communications  among  health 
professionals . 


APPROACH  TITLE: 

Education  and  training  of  health  professionals  in  the  treatment 
of  diabetes  mellitus. 

DESCRIPTION  OF  PROJECT: 

Train  health  professionals  in  the  treatment,  delivery,  and  evalu- 
ation of  health  care  services  for  those  with  diabetes. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Include  in  legislative  recommendations  to  Congress. 

2.  Establishment  of  ongoing  diabetes  courses. 

3.  Include  in  Center's  concepts. 

4.  Include  in  other  recommendations  for  support  and  funding, 

PRESENT  STATUS: 

Recognized  but  needs  development  and  support. 

INPUT  REQUIRED: 

Recommendations  from  Education  Committee. 

FORM  OF  RESULTS: 

Include  in  legislative  recommendations  and  Center's  concept. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE;   PROFESSIONAL  EDUCATION  —  DIABETES  MELLITUS 


OBJECTIVE: 


Improvement  of  management  of  diabetes  through  edu- 
cation, cooperation,  and  communications  among  health 
professionals. 


APPROACH  TITLE: 

Education  and  training  of  health  professionals  in  the  treatment  of 
diabetes  mellitus. 

DESCRIPTION  OF  PROJECT: 

Train  health  professionals  in  the  treatment,  delivery,  and  evalu- 
ation of  health  care  services  for  those  with  diabetes. 

KEY  EVENTS  CRITICAL  TO  THE 

SUCCESS  OF  project! 

1.  Include  in  legislative  recommendations  to  Congress. 

2.  Include  in  Center's  concepts. 

3.  Include  in  other  recommendations  for  support  and  funding. 

4.  Stimulate  professional  training  programs  and  certification 
groups  to  include  in  appraisal. 

PRESENT  STATUS: 

Concept  recognized,  but  needs  development  and  support. 

INPUT  REQUIRED: 

Recommendations  from  Education  Committee. 

FORM  OF  RESULTS: 

Include  in  legislative  recommendations  and  Center's  concept. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE: 


CERTIFICATION  OF  HEALTH  PROFESSIONS  —  DIABETES 
MELLITUS 


OBJECTIVE:      Identification  and  certification  of  health  profess- 
ionals qualified  in  the  treatment  of  diabetes. 


APPROACH  TITLE: 

Development  of  criterion  for  certification. 

DESCRIPTION  OF  PROJECT: 

Provide  training,  continuing  education,  and  performance  criterion 
for  accreditation  of  health  professionals. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Assign  as  National  Diabetes  Council  responsibility. 

2.  Require  centers  to  provide  appropriate  training. 

3.  Encourage  certification  for  "specialty"  reimbursement  by 
federal  government. 

PRESENT  STATUS: 

Being  considered  by  some  professional  organizations. 

INPUT  REQUIRED: 

Recommend  as  responsibility  for  Council  and  Centers. 


FORM  OF  RESULTS: 


Included  in  charges  to  Council  and  Centers, 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE:   PSRO 


OBJECTIVE: 


Improve  hospital  management  of  patients  with  diabet 


es 


APPROACH  TITLE: 

Quality  review  mechanism. 
DESCRIPTION  OF  PROJECT: 

Stimulation  of  development,  distribution,  and  use  of  PSRO 
recommendations . 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Inclusion  in  Commission. 

2.  Charge  responsibility  to  National  Diabetes  Council. 

3.  Include  as  responsibility  of  Centers. 

4.  Require  inclusion  in  legislation  for'federal  reimbursement, 


PRESENT  STATUS: 


Partially  developed  standards  with 


a  variety  of  use  and  acceptance, 


INPUT  REQUIRED: 

Include  in  Centers  and  Council  description  and  responsibilities. 
FORM  OF  RESULTS: 

Included  in  Commission's  recommendations. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE: 


PEER  REVIEW  STANDARDS  —  AMBULATORY  CARE  OF  THOSE 
WITH  DIABETES 


OBJECTIVE: 


Improve  health  care  delivery  —  ambulatory  review. 


APPROACH  TITLE: 

Treatment  review  mechanisms. 
DESCRIPTION  OF  PROJECT: 

Establish  criteria  for  ambulatory  peer  review. 

KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 


1. 
2. 
3. 


Include  recommendation  in  legislation  as  ongoing  responsi- 
bility of  National  Diabetes  Council. 

Encourage  Centers  to  assist  in  development,  demonstration, 
and  training  of  these  recommendations. 

Require  review  and  adherence  for  eventual  federal  reimburse- 
ment for  Medicare  and  Medicaid. 


PRESENT  STATUS: 

Pediatric  standards  developed  and  included  in  report.   Guidelines 
for  care  in  primary,  secondary,  and  tertiary  levels  included. 


INPUT  REQUIRED: 

Indicate  as  responsibilities  of  National  Diabetes  Council  and 
Centers  as  well  as  cooperative  effort  with  HSR. 


FORM  OF  RESULTS: 

Establishment  of  standards  for  insurance  of  quality  care. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE:   INVESTIGATION  AND  DEVELOPMENT  OF  EVALUATION  OF  HEALTH 
CARE  DELIVERY  WJiALlH 


OBJECTIVE: 


Improved  delivery  of  care  to  those  with  diabet 


es, 


APPROACH  TITLE: 

Systemization  of  delivery  services. 
DESCRIPTION  OF  PROJECT: 

Establish  concept  in  Center's  requirement  and  in  the  development 
of  the  Coordxnating  Committee. 


KEY  EVENTS  CRITICAL  TO  THF. 
SUCCESS  OF  PROJECT: 

1.   Conference  on  Systems  by  Commission  in  September 

I.      Inclusion  of  concepts  in  report  and  recommendations, 

J.   Inclusion  of  concept  and  program  in  Centers. 

PRESENT  STATUS: 

Not  well  studied  or  understood.   Need 
research. 


s  investigation  and 


INPUT  REQUIRED: 

Inclusion  of  concept  in  Commission  Report  by  Committ 
Treatment. 


FORM  OF  RESULTS: 

In  legislation  passed  and  Centers  funded. 


ee  on 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE:   CHRONIC  DISEASE  CONTROL  CENTER  -  COOPERATIVE  EFFORT 


OBJECTIVE: 


Initiate  and  provide  continuing  support  for  research, 
instigation,  and  evaluation  of  improved  treatment  of 
diabetes  at  the  primary  and  secondary  levels  of 
delivery. 


APPROACH  TITLE: 

Cooperative  efforts  with  the  Chronic  Disease  Control  Center. 

DESCRIPTION  OF  PROJECT: 

Dr  James  Field  is  requested  to  investigate  feasibility  of  Chronic 
Disease  Control  Center  assisting  in  improving  the  delivery  of 
care  to  those  with  diabetes  by  involvement  of  the  Natxonal  Center 
for  Health  Education  and  Laboratory. 

KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT:" 

1.  Evaluation  of  current  laboratory  quality  as  it  pertains  to 
glucose  determinations. 

2.  Identification  of  current  patient  teaching  throughout  the  U.S. 

PRESENT  STATUS: 

Embryonic  but  possesses  great  potential  for  an  ongoing  effort. 


INPUT  REQUIRED: 

Commission  and  Chronic  Disease  Control  officials  to  discuss  and 
plan  further  how  their  efforts  can  complement  each  other  in  an 
ongoing  program. 


FORM  OF  RESULTS: 

Recommendations  to  Commission  for  legislative  or  alternative  actioi 
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CRITERIA  FOR  MEASURING  PROGRESS : 


Expected  impact  of  the  approach  on  the  objective. 


1. 
2. 


Accuracy  of  laboratory  procedure  and  definition  of  posi- 
tive glucose  tolerance  test. 

Identification  of  who  and  where  education  is  available 
and  who  should  be  teaching  professionals. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE:   PATIENT  EDUCATION 

OBJECTIVE:      Improve  treatment  of  diabetes  mellitus  at  all  levels 
of  care  delivery. 


DESCRIPTION  OF  PROJECT: 

Include  in  Commission  report  written  legislation  which  will 
require  the  incorporation  of  patient  education  into  the  health 
care  system. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT?" 

1.  Commission's  understanding  and  acceptance  of  concept. 

2.  Write  into  legislative  recommendations  for  Centers. 
3*.  Seek  federal  and  other  funds  to  stimulate  concept. 
A*.  Include  in  PSRO  and  ambulatory  care  assessment. 

5*.   Require  for  reimbursement  from  federal  programs. 

PRESENT  STATUS: 

Being  incorporated  into  other  workgroup  recommendations. 

INPUT  REQUIRED: 

Inclusion  in  Center's  concepts. 

Establishment  as  part  of  the  responsibility  of  the  National 
Diabetes  Council. 

FORM  OF  RESULTS: 

Establish  centers  that  teach  and  evaluate  efforts. 

Improvement  of  entire  health  care  system  through  education  and 
involvement  of  consumers. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE:   PSYCHO-SOCIAL  RESEARCH  AND  TRAINING 


OBJECTIVE: 


Improve  physical  and  emotional  status  of  those  with 
diabetes . 


APPROACH  TITLE: 

Research  and  implementation  into  psycho-social  areas  of  health 
care. 

DESCRIPTION  OF  PROJECT: 

Includes  recognition  and  support  in  legislation  and  ongoing 
projects. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Encourage  incorporation  into  research  and  training. 

2.  Include  in  recommendations  as  responsibility  of  National 
Diabetes  Council. 

3.  Include  in  recommendations  as  responsibility  of  Centers. 

PRESENT  STATUS: 

High  recognition  and  awareness. 

INPUT  REQUIRED: 

Acceptance  by  Commission. 

FORM  OF  RESULTS: 

Included  in  recommendations. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE;   REIMBURSEMENT  FOR  PATIENT  EDUCATION 

OBJECTIVE:      Increase  patient  knowledge  of  disease  and  treatment, 


DESCRIPTION  OF  PROJECT: 

Include  in  recommendations  that  patient  education  be  recognized 
and  reimbursed  as  an  essential  part  of  quality  care. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT:- 

1.  Include  in  legislation. 

2.  Include  as  responsibility  of  National  Diabetes  Council. 

3.  Include  as  part  of  Centers. 

4.  Encourage  through  Medicare  and  Medicaid. 

5.  Include  in  review  process. 

PRESENT  STATUS: 

Supported  in  concept  by  Commission. 

INPUT  REQUIRED: 

Include  in  recommendations. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE:   PATIENT  EDUCATION 


OBJECTIVE: 


Improve  treatment  of  diabetes  mellitus  at  all  levels 
of  care  delivery. 


DESCRIPTION  OF  PROJECT: 

Include  in  Commission  report  written  legislation  which  will  pro- 
vide means  of  stimulating  teaching  and  evaluating  the  incorporation 
of  patient  education  into  the  health  care  system. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Commission's  understanding  and  acceptance  of  concept. 

2.  Write  into  legislative  recommendations  for  Centers. 

3.  Seek  federal  and  other  funds  to  stimulate  concept. 

4.  Include  in  PSRO  and  ambulatory  care  assessment. 

PRESENT  STATUS: 

Verbal  support  only. 

INPUT  REQUIRED: 

Inclusion  in  Centers  concepts. 

Establishment  of  Diabetes  Coordinating  Committee  with  concerned 
individuals  (consumers  and  deliverers  of  care). 

FORM  OF  RESULTS: 

Establish  centers  that  teach  and  evaluate  efforts. 

Improvement  of  entire  health  care  system  through  education  and 
involvement  of  consumers. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE: 


PROSPECTIVE  STUDIES  OF  MODELS  FOR  ACHIEVING  BETTER 
ADHERENCE  TO  DIABETIC  REGIMENS 


OBJECTIVE:      To  learn  how  to  achieve  improved  adherence  to  thera- 
peutic regimens  for  people  with  diabetes. 


DESCRIPTION  OF  PROJECT: 

Based  on  conceptual  models  which  attempt  to  explain  and  offer 
ways  to  deal  with  problems  in  patient  compliance,  such  as  the 
"health  belief  model"  and  new  models  identified  in  other  research, 
the  aim  in  this  project  would  be  to  carry  out  prospective  experi- 
mental studies  of  the  effectiveness  of  approaches  based  on  such 
models. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Identification  of  models  worth  testing. 

2.  Experimental  design  for  testing  the  effectiveness  of  new 
approaches  based  on  the  above  concepts,  with  comparable 
groups  of  diabetic  patients. 

3.  Evaluation  of  results. 

PRESENT  STATUS: 

Virtually  no  prospective  studies  of  efforts  to  change  compliance 
have  been  reported.   Retrospective  and  cross-sectional  studies 
have  not  really  answered  the  questions  of  what  may  be  effective. 


INPUT  REQUIRED: 

Carefully  designed  experimental  clinical  research. 

FORM  OF  RESULTS: 

Publications  of  research  results. 
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CRITERIA  FOR  MEASURING  PROGRESS; 

1.   Expected  impact  of  the  approach  on  the  objective. 

This  is  the  only  way  to  determine  with  confidence  what  possi- 
ble approaches  to  improving  patient  adherence  are  actually 
effective. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE: 


EMPIRICAL  STUDIES  OF  HIGH/LOW  ADHERENCE  TO  DIABETIC 
REGIMENS 


OBJECTIVE:      To  learn  how  to  achieve  improved  adherence  to  thera- 
peutic regimens  for  people  with  diabetes. 


DESCRIPTION  OF  PROJECT: 

Descriptive  studies  of  patients  and  settings  in  which  there  is 
high  adherence  to  prescribed  diabetic  regimens  and  also  patients 
and  settings  in  which  there  is  low  adherence,  aimed  at  identi- 
fying characteristics  which  favor  better  adherence  and  conversely 
which  are  obstacles  to  adherence. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Identification  of  patients  and  settings  in  which  there  is 
high  adherence,  and  those  with  low  adherence. 

2.  Collection  of  descriptive,  cross-sectional,  and  retrospective 
information. 

3.  Analysis  and  evaluation  of  results. 

PRESENT  STATUS: 

Very  limited  information  is  available  in  previous  studies;  see 
references  in  the  State  of  the  Art  section. 


INPUT  REQUIRED: 

Descriptive  research  in  various  settings  and  with  various  patients. 

FORM  OF  RESULTS: 

Publications  of  research  results. 


94 


CRITERIA  FOR  MEASURING  PROGRESS: 

1.   Expected  impact  of  the  approach  on  the  objective. 

Should  lead  to  the  development  of  prospective  experimental 
studies  to  test  possible  ways  to  achieve  better  adherence. 
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PROJECT  SUMMARY  SHEET 


PROJECT  TITLE: 


BASIC  STUDIES  OF  FACTORS  INFLUENCING  THE  BEHAVIOR  OF 
PERSONS  IN  DEALING  WITH  PRESCRIBED  THERAPIES 


OBJECTIVE:      To  learn  how  to  achieve  improved  adherence  to  thera- 
peutic regimens  for  people  with  diabetes. 


DESCRIPTION  OF  PROJECT: 

Research  into  the  psychological  and  sociological  factors  which 
characterize  the  difficulties  people  have  in  adhering  to  pre- 
scribed treatment,  and  the  identification  of  possible  ways  to 
overcome  these  obstacles. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.   Basic  descriptive  analysis  and  development  of  concepts. 
PRESENT  STATUS: 

There  is  very  limited  basic  knowledge  about  possible  explanations 
for  poor  compliance  to  therapeutic  regimens.   See  State  of  the  Art 
section  of  the  report  for  references.   A  few  conceptual  models 
have  been  developed. 


INPUT  REQUIRED: 

Basic  psychological  and  social  psychological  research  of  an 
analytical  and  concept-developing  nature. 


FORM  OF  RESULTS: 


Publications  of  results. 
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CRITERIA  FOR  MEASURING  PROGRESS: 

1.   Expected  impact  of  the  approach  on  the  objective. 

A  major  and  necessary  foundation  for  proceeding  to  develop- 
mental studies  of  the  applicability  of  the  concepts  developed 
in  these  basic  studies. 
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APPENDIX  A 

REPORTS  FROM  THE  WORKSHOP  ON  CURRENT  STATUS 
AND  FUTURE  DIRECTIONS  OF  THERAPY 
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1.   SUMMARY  OF  THE  WORKGROUP 


A  Workshop  on  the  Current  Status  and  Future  Directions  of  Therapy 
was  held  on  July  28,  1975,  at  which  the  following  topics  were  dis- 
cussed, led  by  the  following  discussion  leaders: 

CONTROL  OF  BLOOD  SUGAR 


1.  Use  of  Insulin  —  Juvenile  Diabetes  —  Two  Viewpoints 

a.  Rigid  Control 

Dr.  Guthrie 

b.  Moderate  Control 

Dr.  Malone 

2.  Use  of  Insulin  —  Adult  Onset  Diabetes 

Dr.  Colwell 

3.  Use  of  Oral  Hypoglycemics  —  Two  Viewpoints 

a.  UGDP  View 

Dr.  Prout 

b.  Protagonist  View 

Dr .  Shuman 

4.  Role  of  Diet 

Dr.  Arky 

5.  Acute  Problems  —  Ketoacidosis  and  Coma 

Dr.  Clements 
PSYCHOLOGICAL  PROBLEMS  AND  THEIR  MANAGEMENT 

Dr.  Kaye 
OCULAR  PROBLEMS 

Dr.  Peyman 
RENAL  PROBLEMS 

Dr.  Goetz 
VASCULAR  PROBLEMS 

Dr.  Whitehouse 
NEW  INSULINS;  NEWER  USES  OF  INSULINS;  LIPOATROPHY 

Dr.  Galloway 
DERMATOLOGIC  PROBLEMS 

Dr.  Tindall 
THE  DIABETIC  FOOT 

Dr.  Helfand 
NEUROPATHIC  PROBLEMS 

Dr.  Spritz 
FUTURE  MODALITIES  —  AN  OVERVIEW 

Dr.  Lebovitz 

There  was  time  for  discussion  for  each  topic  and  general  state- 

suh^JT  alS°  ^^  ^  the  Worksh°P  chairmen.   The  discussants  each 
submxtted  written  statements  summarizing  their  point  of  view  and 
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edited  versions  of  these,  reflecting  the  thrust  of  the  meeting,  are 
included  in  this  appendix.   These  statements  and  the  many  points  of 
discussion  of  the  meeting  furthered  the  basis  for  the  section  of  the 
Committee  on  Treatment's  report  specifically  with  modes  of  therapy. 
The  latter  report  does  not  attempt  to  include  each  and  every  item 
discussed  included  in  this  appendix.   In  addition,  it  includes  some 
areas  not  included  in  the  statements  of  the  discussants,  but  included 
in  the  discussion.   It  also  includes  some  areas  added  later  by  mem- 
bers of  the  Committee  on  Treatment  and  by  the  special  pediatric  work- 
groups which  met  on  September  10  (see  Preface) .   Because  of  the  exis- 
tence of  many  excellent  treatises  on  treatment  of  diabetes  mellitus, 
this  report  makes  no  attempt  to  either  be  exhaustive  or  to  include 
details  of  therapy.   Rather,  it  highlights  those  modalities  felt  to 
be  of  major  importance,  and  tries  to  anticipate  some  of  the  areas 
where  new  therapies  appear  to  be  emerging.   Because  future  therapy  of 
diabetes  mellitus  will  be  determined  by  future  better  understanding 
of  the  disease  process,  its  etiology  and  its  pathogenesis;  and  be- 
cause such  therapies  will  also  be  dependent  upon  the  general  advance- 
ment of  scientific  knowledge  and  development  of  new  techniques  bio- 
logically as  well  as  the  engineering  of  these,  it  is  impossible  to 
predict  with  any  degree  of  accuracy  where  diabetes  therapy  will  be 
five  years  from  now. 

A  major  concern  is  that  there  is  now  no  cure  for  diabetes  mellitus. 
It  is  possible  to  attempt  to  control  the  level  of  blood  sugar,  but  it 
is  not  clear  that  controlling  blood  sugar  is  equivalent  to  controlling 
diabetes  mellitus.   It  is  not  known  what  blood  sugar  really  reflects. 
Even  when  blood  sugar  is  controlled,  there  is  lack  of  adequate  data  on 
the  degree  to  which  blood  sugar  should  be  controlled.   There  are  major 
difficulties  with  achieving  control  of  blood  sugar.   Thus,  there  are 
innumerable  treatment  regimens  which  attempt  to  achieve  blood  sugar 
control.   All  of  these  represent  only  an  approximation  of  what  is  seen 
in  the  individual  without  diabetes.   There  is  as  yet  insufficient  data 
to  conclude  with  any  degree  of  certainty  that  control  of  blood  sugar 
will  prevent  complications  of  diabetes.   These  complications  are  of 
major  importance. 

There  are  both  acute  complications  (ketoacidosis,  coma,  etc.) 
and  more  chronic  complications.   These  latter  include  microvascular 
and  macrovascular  disease  (ocular,  renal,  neuropathy,  etc.).   There 
is  no  cure  for  the  chronic  complications  of  diabetes  mellitus.   There 
are  only  palliative  therapies  which  may  halt  or  delay  the  progression 
of  the  vascular  disease  and  other  complications. 

There  have  been  newer  modalities  of  therapy  suggested  which  may 
theoretically  provide  better  control  of  blood  sugar.   These  include 
such  things  as  the  artificial  pancreas,  beta  cell  transplantation,  and 
newer  drugs.   These,  however,  do  not  represent  cures.   They  still 
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the  d^w       ^  Oaestims   °f  Aether  or  not  blood  sugar  reflects 

™ %   ,  ,*,    C°ntl°X;    °C   the  degree  to  whlch  blo°d  sugar  Luld  be 
controlled;  and  of  whether  or  not  controlled  blood  sufar  vlS  in 
fact,  prevent  the  complications.   They  will  not  necessarily  ba  t„ 
prevention  of  such  complications.   They  probably  will  not  lead  to 
reversal  of  complications  in  those  already  afflicted.   These  new 
modalities  may  likely  have  problems  in  their  own  right  --problems 
of  evaluation  and  development,  problems  of  rejection,  problems  of 
failures  or  breakdowns,  and  a  host  of  others  now  unforeseen.   Even 
evalua  ion  ?t  "  be.subJe«ed  to  the  rigors  of  long-term 

evaluation.   They  may  require  adjuvants  of  therapy  (e.g.,  steroids  or 
immunosuppressive  medications)  which  either  aggravate  diabetes  or 
produce  problems  of  their  own  such  as  to  negate  any  benefits  that 
might  be  achieved  by  the  new  modality.  nenents  that 

pancreatic  lllT   V^"-  A  CUre  WOUld  «P«sent  rejuvenation  of 
pancreatic  islet  cell  function.   Even  if  such  were  feasible,  like 
all  therapies,  it  would  probably  be  effective  in  only  a  subgroup"  of 
he  population  with  diabetes.  A  means  of  prevention^  a^  essen- 
tial,  if  a  viral  mechanism  contributing  to  the  etiology  of  diabetes 
is  proven,  then  it  might  be  possible  to  immunize  the  population  at 
the  mXr  dr1(rent  °f  diabetes  by  the  viral  mechanism   For 
the  majority  of  patients,  proper  weight  control  throughout  life  mav 

weilht  oft  amel±°rate  dlabetes-   Loss  of  weight  to  an^ideal"  bodT 
weight  often  yields  reversal  of  diabetes  mellitus. 

f^iA  CZe/S   needed-  A  means  °f  Prevention  is  needed.   Better  con- 
trol methods  are  needed.   Also,  however,  better  criteria  of  control 
involve: 1;  deli"  m0r%Si8nif icantly,  practitioners  and  clinicians 
involved  in  delivery  of  care  to  people  with  diabetes  need  to  use 
modalrties  of  therapy  in  the  best  possible  ways  and  in  better  ways 

me  litus6  nTheScare  ^"f  "   ^  entlre  *°^*°°   »*th  diabetes 
mellitus.   The  care  needs  to  be  evaluated  as  to  whether  or  not  we  are 

suitable8  "tLTI   3nd  "  t0/hether  °r  ~t  our  aims  are,  in  fact, 
Co^ttee  onte^nt!  *"  Q1SCUSSed  ^^  "*  ^   "*»»  »  «» 
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2.   CONTROL  OF  BLOOD  SUGAR 


Richard  A.  Guthrie,  Wichita,  Kansas;  John  A.  Malone,  Tampa,  Florida; 
John  A.  Colwell,  Charleston,  South  Carolina;  Thaddeus  E.  Prout, 
Baltimore,  Maryland;  and  Charles  R.  Shuman,  Philadelphia,  Pennsylvania, 
Discussants 

(This  is  an  abbreviated  statement  of  the  material  discussed  at 
great  length  at  the  conference  by  the  above  discussants  and  the  par- 
ticipants as  a  whole.   Because  the  written  statements  provided  in- 
cluded many  details  of  management  techniques  which  are  discussed  at 
great  length  in  textbooks  and  elsewhere,  and  because  of  the  multiple 
viewpoints  discussed  by  other  participants,  this  summary  statement 
includes  just  an  overview  of  the  various  discussions.   It  is  intended 
to  supplement  that  part  of  the  workgroup's  report  included  in  the 
body  of  the  report  and  is  not  intended  to  be  exhaustive.   The  reader 
is  referred  to  standard  texts  and  to  the  voluminous  literature  on 
this  subject  for  further  details.) 


STATE  OF  THE  ART 

Management  of  the  patient  with  diabetes  mellitus  can  be  deceptively 
easy  or  agonizingly  difficult.   Whichever  it  is,  is  partly  dependent 
upon  the  inter-relating  psycho-social  problems  of  diabetes.   It  is 
mostly  dependent  upon  the  philosophy  of  management  of  the  managing 
physician  or  the  health  care  team. 

Though  there  are  many  methods  of  management  and  many  gradations  of 
levels  of  control  thought,  there  are  really  just  two  major  divisions 
of  philosophy  in  terms  of  degree  of  control  desired.   There  are  those 
who  believe  that  the  major  problems  of  the  person  with  diabetes, 
especially  the  long-term  vascular  problems,  are  a  concomitant  of  the 
diabetes  and  are  in  no  way  influenced  by  controlled  blood  sugar;  and 
there  are  those  who  believe  that  the  problems  are  a  complication  of 
the  diabetes  and  are  therefore  influenced  by  control.   There  are 
variations  of  these  philosophies  such  as  those  who  agree  that  the 
short-term  problems  (ketoacidosis  and  hypoglycemia)  and/or  the  inter- 
mediate problems  (susceptibility  to  infection,  growth  failure,  and 
psychological  problems)  are  a  complication  and  are  related  to  control 
but  that  the  long-term  problems  (vascular  disease,  especially  micro- 
vascular disease)  are  a  genetic  concomitant  of  diabetes  and  are  un- 
related to  control. 

The  second  difference  in  treatment  philosophy  concerns  itself 
with  the  position  and  role  of  oral  hypoglycemic  agents  in  the  treatment 
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of  diabetes.   The  controversy  is  based  on  interpretation  of  the  results 
of  a  large  research  study  by  a  group  of  12  universities  cooperating  as 
the  University  Group  Diabetes  Program  (UGDP) .   The  Food  and  Drug 
Administration  (FDA)  has  supported  the  findings  of  the  UGDP,  and  has 
required  altered  labeling  of  these  drugs.   These  findings  were:   in 
patients  treated  with  the  oral  agents  toabutamide  and  phenformin 
used  over  prolonged  periods  at  a  fixed  dose,  there  was  a  statistical 
association  with  a  higher  death  rate  from  cardiovascular  disease  than 
was  seen  m  controlled  groups  treated  with  placebo  or  insulin   The 
patients  treated  were  those  with  mild  diabetes  without  symptoms. 
Controversy  has  been  focused  on  criteria  for  selection  of  patients- 
fixed  dosage  regimen  used;  extrapolation  of  the  findings  to  drugs 
not  tested;  and  extrapolation  of  findings  to  patients  with  more  severe 
diabetes  with  symptoms,  particularly  older  patients.   No  resolution  of 
the  controversy  appears  forthcoming.   In  light  of  this,  it  would 
appear  that  the  exact  role  of  these  agents  cannot  be  clearly  defined 
However,  it  would  appear  that  the  dictum  that  diet  and  weight  control 
are  the  cornerstone  of  management  of  these  patients  need  be  emphasized; 
that  these  drugs  be  used  only  after  due  consideration  of  the  contro- 
versial points;  and  only  with  the  foreknowledge  and  consent  of  the 
patient. 


Difficulties  with  current  modalities  are:   (1)  Lack  of  criteria 
for  management  of  diabetes  and  of  determination  of  control.   (2)  Inade- 
quate home  methods  for  measuring  blood  glucose  on  a  day-by-day  basis. 
U)   Lack  of  success  in  weight  reduction  programs  concomitant  with 
therapy.   (4)  Paucity  of  control  data  on  the  important  question  of 
whether  or  not  therapy  affects  the  natural  course  of  diabetic  vascu- 
lar disease.   (5)  Toxicities  and  side  effects  of  some  of  the  treatment 
agents.   (6)  Inadequate  patient  instruction  on  diabetes  treatment 
techniques  and  inadequate  patient  understanding  of  diabetes.   Implicit 
here  is  a  thorough  understanding  by  physicians,  nurses,  dietitians 
and  others.   This  is  often  not  the  case.   (7)  Poor  access  to  the 
health  care  delivery  system  for  many  patients,  particularly  those  who 
are  indigent. 


FUTURE  DIRECTIONS 


The  thrust  of  future  directions  should  be  toward  the  unresolved 
problems  of  diabetes  therapy.   Renewed  efforts  are  needed  to  under- 
stand the  pathogenesis  of  diabetes  and  the  relationship  of  blood 
sugar  control  to  vascular  disease.   Better  means  of  monitoring  dia- 
betes are  needed.   Better  criteria  for  control  of  diabetes  are  needed 
Better  understanding  of  the  pathogenesis  and  therapy  of  obesity  is 
needed.   Practical  methods  need  to  be  developed  for  patient  and  pro- 
fessional education.   Further  research  on  the  automated  pancreas, 
islet  cell  transplantation,  and  other  methods  to  potentially  deliver 
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insulin  in  a  physiologic  fashion  into  the  hepatic  portal  system  are 
needed.   New  treatments  need  to  be  developed.   New  orally  administered 
drugs  with  minimal  toxicity  and  side  effects  are  urgently  needed.   A 
better  health  care  delivery  system  to  the  patient  with  diabetes  could 
improve  the  existing  treatment  for  all  patients. 
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3.   THE  ROLE  OF  DIET  IN  THE  TREATMENT  OF  DIABETES 
Ronald  A.  Arky,  M.D. 


STATE  OF  THE  ART 

A  renewed  and  increased  interest  in  the  role  of  diet  in  both  the 
etiology  and  therapy  of  diabetes  mellitus  has  been  apparent  for  the 
last  several  years.   This  reemphasis  on  nutritional  methods  as  im- 
portant therapeutic  modalities  in  the  treatment  of  diabetes  has 
evolved  with  the  appreciation  that  the  two  other  major  therapeutic 
agents,  namely  insulin  and  the  oral  hypoglycemics,  not  only  are 
traught  with  a  variety  of  complications  but  may  not  be  as  effective 
as  formerly  assumed  in  the  regulation  of  the  metabolic  abnormalities 
of  diabetes   With  little  exception  most  authorities  recognize  that 
some  form  of  dietary  therapy  should  serve  as  a  basic  principle  in 
the  treatment  of  the  diabetic.   We  have  been  relatively  negligent  in 
appreciating  that  diet  is  the  cornerstone  of  management  of  diabetes! 
Any  evaluation  of  the  place  of  diet  in  the  treatment  of  diabetes 
mellitus  warrants  that  consideration  of  questions  that  are  wider  in 
scope  than  those  usually  applied  to  specific  therapeutic  agents  be 
given.   The  purpose  of  this  brief  summary  will  be  to  consider  the 
status  of  factual  knowledge  regarding  diet  therapy  in  diabetes 
mellitus;  how  and  by  whom  is  that  knowledge  and  information  being 
disseminated  to  patients;  how  effective  is  diet  therapy  and  in  addi- 
tion how  is  the  effectiveness  of  diet  therapy  evaluated. 

State  of  Current  Knowledge 

Obesity  predisposes  to  non- insulin-dependent  diabetes  in  geneti- 
cally susceptible  persons;  obesity  aggravates  pre-existing  diabetes 
mellitus;  obesity  imparts  a  degree  of  insulin  resistance  to  both 
normal  and  diabetic  subjects.   Weight  reduction  improves  the  glucose 
intolerance  frequently  noted  in  obese  individuals  with  a  family  back- 
ground for  diabetes  mellitus;  weight  reduction  diminishes  the  degree 
of  hyperglycemia  in  the  obese,  non-insulin-requiring  diabetic;  weight 
reduction  induces  the  disappearance  of  insulin  resistance  in  obese 
of  non  ?"   ^   Tima7  °bjeCtive  of  diet  therapy  in  the  great  majority 
L         rePenent  adult-onset  diabetics  who  are  obese  is  weight 
reduction  and  the  achievement  of  a  weight  that  approximates  "ideal.'' 
Total  caloric  restriction  for  such  diabetics  is  the  fundamental  prin- 
ciple in  therapy;  the  nature  of  the  foods  that  comprise  the  diet  are 
of  less  importance. 
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Caloric  intake  should  not  be  restricted  below  normal  levels  in 
the  lean,  insulin-requiring  diabetic.   Such  diabetics  should  be  pro- 
vided with  smaller  meals  and  between-meal  snacks  in  a  fashion  to 
approximate  the  time-action  pattern  of  administered  insulin.   The 
insulin-requiring  diabetic  must  be  conscious  of  the  timing,  nutritional 
character  of  feedings,  and  the  appearance  of  other  factors  in  his  or 
her  health  that  may  necessitate  alterations  in  insulin  or  diet  therapy. 

Controversy  still  persists  as  to  whether  there  is  an  ideal  diet 
for  all  diabetics.   Recent  trends  have  diminished  the  emphasis  on  the 
restriction  of  carbohydrate  in  both  major  types  of  diabetes:   insulin 
demands  seem  to  relate  to  total  fuel  supply  rather  than  the  amount  of 
dietary  carbohydrate.   If  caloric  consumption  is  maintained  at  an 
appropriate  level,  diets  rich  in  starches  and  complex  carbohydrates 
are  well  tolerated  by  all  diabetics.   The  former  trend  to  restrict 
carbohydrates  necessitated  an  increase  in  dietary  fat  (the  typical 
diabetic  diet  in  the  United  States  consists  of  42%  of  calories  as  fat 
versus  15%  as  fat  in  the  Asian  diabetic  diet).   Growing  children  and 
women  who  are  pregnant  or  lactating  require  at  least  1.5  grams  of 
protein  per  kilogram  of  ideal  body  weight. 

Dissemination  of  Dietary  Knowledge  to  the  Diabetic 

Many  adult  diabetics  diagnosed  in  the  setting  of  a  routine  physi- 
cal examination  or  in  the  course  of  evaluation  for  other  illnesses 
often  receive  no  instruction  about  diet.   Others  are  presented  standard 
materials  prepared  for  the  physician  or  his  or  her  office  assistant 
by  a  dietetic  or  diabetic  association  or  more  commonly  by  commercial 
firms  or  members  of  the  pharmaceutical  industry.   Diabetics  with 
little  hospital  contact  rarely  are  exposed  to  dietitians  or  other 
individuals  who  have  specific  training  to  impart  dietary  instruction. 
Diabetics  whose  disease  is  uncovered  within  the  confines  of  a  hos- 
pital or  similar  institution  may  fare  a  bit  better  as  regards  contact 
with  individuals  experienced  in  imparting  dietary  information;  how- 
ever so  frequently  the  presence  of  serious  illness  aside  from 
diabetes  prevents  the  emphasis  to  both  patient  and  family  on  diet  as 
a  modality  of  therapy  for  diabetes.   Even  within  institutional  set- 
tings the  materials  used  for  the  instruction  of  the  patient  and  the 
family  may  be  of  such  complexity  that  the  resulting  confusion  eventu- 
ates in  a  complete  neglect  of  any  dietary  routine.   In  addition,  too 
often  the  dietitian,  physician  or  nurse  may  have  poor  understanding 
of  the  principles,  objectives,  and  priorities  of  diet  therapy. 

Review  of  educational  materials  available  for  the  diabetic  in 
many  parts  of  the  United  States  reveals  that  only  in  special  instances 
are  diet  manuals,  cookbooks,  etc.  aimed  at  the  accepted  reading  level 
of  individuals  with  diabetes.   Little  attention  has  been  given  to  the 
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diabetic  unable  to  speak  or  understand  English  or  whose  ethnic  and 
national  customs  are  such  that  adherence  to  diets  composed  of  the 
"usual"  American  foods  is  impossible.   Even  intelligent  individuals 
with  diabetes  find  that  such  dietary  strategies  as  the  "food  exchange 
system"  are  too  complex  and  difficult  to  adjust  to  the  usual  food 
habits. 


Evaluation  of  Dietary  Therapy:   Its  Effectiveness 

Overall,  the  diet  therapy  of  diabetes  has  been  a  complete  failure. 
The  several  reasons  for  this  failure  have  been  analyzed  in  an  excel- 
lent review  by  Dr.  Kelly  M.  West.   Consequently  this  brief  review 
will  not  elaborate  upon  the  several  factors  that  account  for  these 
failures.   On  the  other  hand,  a  number  of  investigators  have  shown 
that  an  impressive  relationship  exists  between  the  effectiveness  of 
dietary  therapy  and  the  biochemical  control  of  diabetes  and  it  is 
recognized  that  effective  dietary  therapy  is  quite  feasible.   Overall 
the  major  cause  of  failure  stems  from  communication  difficulties. 
As  already  cited,  the  diabetic  and  the  family  of  the  diabetic  often 
do  not  understand  the  instruction  or  the  principles  of  the  instruction 
offered  by  the  dietitian,  physician  or  nurse.   Of  equal  importance 
is  the  inability  on  the  part  of  the  members  of  the  medical  profession 
to  impart  to  the  patient  the  basic  principles  of  dietary  therapy  in 
a  form  that  the  majority  of  patients  will  perceive  the  importance  and 
totality  of  the  message.   This  communication  barrier  is  further  aggra- 
vated by  the  lack  of  teaching  manpower  in  many  areas  of  the  country. 
The  patient  educator  often  underestimates  the  general  and  specific 
deficiencies  in  the  patient's  understanding. 


FUTURE  DIRECTIONS 


Recognizing  that  there  are  wide  gaps  in  fundamental  knowledge  in 
the  dietary  treatment  of  the  diabetic  and  that  there  are  major  defects 
in  imparting  the  established  information  to  the  patient  and  the  family 
of  the  diabetic,  a  number  of  suggestions  to  the  Commission  are  offered. 

1.   A  comprehensive  effort  should  be  made  to  establish  coordi- 
nated teams  (i.e.,  physicians,  dietitians,  and  nutritionists)  that 
would  investigate  the  several  major  questions  regarding  diet  in  the 
diabetic  that  remain  unanswered.   For  example,  (a)  Is  there  any  value 
in  decreasing  the  total  quantity  of  fat  in  the  diabetic  diet?   (b)  How 
many  diabetics  (both  insulin-requiring  and  non-insulin-requiring) 
have  the  biochemical  aspects  of  their  disease  aggravated  by  increases 
in  carbohydrate?   (c)  Does  weight  reduction  alter  the  ultimate  course 
in  the  mild  adult-onset  diabetic? 
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2.  Stimulate  interest  within  the  medical  schools  of  this  country 
and  the  curriculum  committees  of  such  schools  to  include  and  improve 
upon  teaching  in  clinical  nutrition  for  medical  students  and  also  for 
other  personnel  who  will  have  direct  contact  with  the  diabetic  and 
play  a  role  in  the  instruction  of  the  diabetic. 

3.  Establish  mechanisms  whereby  every  health  delivery  institution 
catering  to  one  hundred  or  more  people  provides  to  the  public  an  indi- 
vidual trained  in  imparting  nutritional  education  to  patients  and 
their  families;  emphasis  should  be  made  that  such  patient  educators 
should  be  familiar  with  the  ethnic,  sociologic,  and  cultural  background 
of  the  individual  in  the  community  that  is  being  served. 

4.  Stimulate  interest  among  the  professional  associations 
(American  Diabetes  Association,  American  Dietetic  Association,  etc.) 
that  have  a  direct  involvement  in  this  problem  so  that  said  associ- 
ations prepare  materials  for  instruction  that  are  simplified  and 
comprehendible  by  all  individuals  and  that  are  directed  to  patients 
with  fifth  to  seventh  grade  educational  background. 

5.  Stimulate  among  the  medical  community  the  concept  that  the 
dietitian-educator  is  a  vital  part  of  the  health  care  team  and  empha- 
size to  the  physician  that  dietary  therapy  for  the  diabetic  is  not 
only  feasible  but  effective. 

6.  Encourage  among  the  professional  educators  of  the  diabetic 
the  adoption  of  systems  and  methods  that  will  enable  the  evaluation 

of  the  education  process  and  the  effectiveness  of  that  process  so  that 
modification  and  new  approaches  are  always  possible. 
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4.   THERAPY  OF  DIABETIC  COMAS 
Rex  Clements,  M.D. 


STATE  OF  THE  ART  AND  FUTURE  DIRECTIONS 

Diabetic  comas  continue  to  be  seen  with  regularity  at  most  medi- 
cal centers,  and  continue  to  carry  a  significant  mortality.   Current 
disagreement  concerning  the  appropriate  therapy  of  the  diabetic  comas 
suggests  that  optimal  therapies  have  not  yet  been  established.   Well- 
controlled  clinical  trials  will  be  required  to  determine  not  only 
the  optimal  insulin  and  fluid  regimens  to  be  employed,  but  also  to 
determine  those  parameters  which  can  be  used  to  assess  the  effec- 
tiveness of  therapy. 

Although  insulin  is  required  for  the  treatment  of  diabetic  keto- 
acidosis, neither  the  best  route  of  administration  nor  the  optimal 
amounts  to  be  administered  have  been  firmly  established.   Furthermore, 
although  the  effectiveness  of  insulin  treatment  can  best  be  assessed 
by  measurement  of  changes  in  plasma  free  fatty  acid  and  betahydroxy- 
buteric  acid  concentrations,  laboratory  techniques  for  the  rapid 
measurement  of  these  compounds  are  not  generally  available.   The  use 
of  glucose  monitors  and  of  computer-assisted  insulin  infusion  regi- 
mens may  prove  to  be  of  major  importance  in  the  treatment  of  diabetic 
ketoacidosis.   Similarly,  the  amount  of  insulin  required  for  the 
treatment  of  hyperosmolar  coma  has  not  been  established  and  it  is 
possible  that,  as  in  ketoacidosis,  continuous  low-dose  insulin  m 
fusion  may  prove  to  be  effective  in  the  treatment  of  this  condition. 
Although  the  effectiveness  of  insulin  therapy  in  the  treatment  of 
lactic  acidosis  has  not  been  adequately  studied,  recent  reports 
suggest  that  it  may  be  of  value  in  the  treatment  of  this  almost  uni- 
formly fatal  disorder. 

Controlled  trials  of  the  advantages  of  either  isotonic  or  hypo- 
tonic fluid  administration  as  the  initial  fluid  therapy  ot  both  keto- 
acidosis and  hyperosmolar  coma  will  be  required,  as  will  studies  ot 
the  influence  of  varying  rates  of  fluid  administration  on  the  mor- 
tality and  morbidity  associated  with  these  conditions.   Future  therapy 
will  be  significantly  influenced  by  the  establishment  of  criteria 
which  the  physician  can  employ  to  determine  the  optimum  rates  and 
types  of  fluids  which  will  be  required  by  the  individual  patient. 

In  addition,  studies  should  be  mounted  to  assess  the  amounts  of 
potassium  required  by  the  patient  with  ketoacidosis  or  hyperosmolar 
coma,  as  well  as  to  establish  criteria  to  determine  when  potassium 
replacement  should  be  initiated.   The  importance  of  replacement  of 
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other  trace  metals  lost  during  the  development  of  ketoacidosis  or 
hyperosmolar  comas  has  received  little  attention  and  this  question 
deserves  further  consideration.   Determination  of  the  effect  of  de- 
pletion of  erythrocyte  2,3-diphosphoglyceric  acid  concentrations 
upon  tissue  function  in  diabetic  ketoacidosis  is  required,  as  are 
studies  of  the  effectiveness  of  phosphate  replacement  upon  the  rate 
of  regeneration  of  erythrocyte  2, 3-diphosphogly cerate  concentra- 
tions.  In  addition,  studies  to  determine  the  relationship  between 
diabetic  comas  associated  with  dehydration  and  the  development  of 
occlusive  arterial  disease  are  urgently  required. 

The  use  of  inhibitors  of  the  long-chain-fatty-acylcarnitine 
transferase  enzymes  of  the  hepatic  mitochondrion  ((+)  decanoyl  and 
(+)  octanoylcarnitine)  has  been  found  to  promptly  inhibit  keto- 
genesis  in  the  experimental  animal  but  has  not  as  yet  been  applied 
to  the  treatment  of  ketoacidosis  in  man.   These  agents  may  carry 
the  risk  of  precipitating  hypertriglyceridemia  in  a  patient  in  whom 
lipolysis  is  not  previously  inhibited  by  medical  means. 

Since  glucagon  plays  an  important  role  in  the  pathogenesis  of 
ketoacidosis,  the  development  of  therapies  which  specifically  inhibit 
the  secretion  of  glucagon  from  the  a-cell  of  the  pancreas  (e.g., 
somatostatin)  may  prove  a  useful  adjunct  to  the  therapy  of  both' 
ketoacidosis  and  hyperosmolar  coma.   Somatostatin  itself  probably 
will  not  be  the  agent,  as  it  has  significant  toxicities  and  is 
nonspecific. 

It  is  hoped  that  the  information  gained  from  these  proposed 
studies  will  lead  to  a  significant  decrease  in  the  mortality  and 
morbidity  associated  with  diabetic  comas. 
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5.   PSYCHOLOGICAL  ASPECTS  OF  MANAGEMENT  OF  JUVENILE  DIABETES 

Robert  Kaye,  M.D. 


STATE  OF  THE  ART 

There  are  a  number  of  concepts  underlying  the  management  of  the 
child  and  family  with  diabetes.   These  are: 

1.  Children  and  families  affected  by  diabetes  exhibit  the  same 
degree  of  variation  in  socio-economic,  cultural,  and  intel- 
lectual resources  as  the  population  as  a  whole.   There  is 
thus  no  typical  diabetic  child  or  family  of  a  diabetic  child. 

2.  The  majority  of  children  and  families  with  diabetes  possess 
adequate  emotional  resources  to  cope  effectively  with  the 
superimposition  of  diabetes  on  all  of  the  other  stresses  with 
which  the  family  and  child  have  contended  prior  to  the  appear- 
ance of  the  illness. 


3. 


4. 


5. 


The  majority  of  diabetic  children  exhibit  effective  maturation 
and  achievement  commensurate  with  their  intellectual,  psycho- 
logic, social,  and  cultural  endowment. 

The  stressful  aspects  of  juvenile  diabetes  are  of  such  magni- 
tude that  they  have  a  strong  potential  for  bringing  to  the 
surface  significant  weaknesses  in  the  personality  organization 
of  the  patient  or  his  family. 

Commonly  used  current  methods  of  medical  management  of  juve- 
nile diabetes  are  inadequate  to  achieve  normal  glucose  " 
homeostasis  in  the  majority  of  juvenile  diabet 


gli 
ics, 


7. 


The  quality  of  the  doctor-patient  relationship  can  be  support- 
ive or  detrimental  to  the  patient's  acceptance  of  the  disease, 
his  development  of  a  positive  approach  to  its  management  and 
his  emotional  maturation. 

Patients  exhibit  varying  capacities  for  achieving  metabolic 
control  and  each  patient  should  be  helped  to  arrive  at  the 
optimum  of  which  he  is  capable.   The  individual  patient 
should  not  be  made  to  conform  to  a  preconceived  notion  of 
his  physician  in  this  regard. 

In  Table  I  are  listed  a  number  of  factors  believed  to  be  sup- 
portive of  the  goals  of  achieving  a  smooth  course  of  the  diabetes 
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and  at  the  same  time  fostering  the  emotional  development  of  the 
patient  and  his  family. 


Table  I 


I.   SUPPORTIVE  FACTORS 

A.  Hospitalization  for  initial  regulation 

B.  Thorough  education  in  basics  of  management 

C.  Reassurance  of  normal  findings  at  follow-up 
visits 

D.  Confidence  in  and  availability  of  physician 

E.  Social  supports 

1.  Parents  of  diabetic  patients 

2.  Other  diabetic  children  in  community, 
school,  doctor's  office  or  camp 

F.  Patient  groups 

G.  Nature  of  regimen 


Hospitalization  of  the  newly  diagnosed  diabetic  child  permits  a 
temporary  relinquishment  of  the  responsibility  for  the  child's  care 
to  professional  personnel  at  a  time  when  the  family  is  experiencing 
some  degree  of  shock,  grief,  anxiety,  and  a  diminution  in  their 
capacities  to  deal  effectively  with  stress.   In  the  average  family, 
the  psychic  repair  process  begins  in  a  few  days  and  the  bewilder- 
ment which  accompanied  the  initial  diagnosis  can  be  replaced  by  an 
effective  educational  program  which  provides  the  family  with  a  begin- 
ning sense  of  competence  in  dealing  with  the  new  dimension  created 
by  the  appearance  of  diabetes  in  their  family.   The  physician  assum- 
ing the  care  of  the  patient  should  actively  participate  in  the  edu- 
cational process.   He  then  has  the  opportunity  of  clearly  spelling 
out  the  goals  of  treatment  and  through  the  demonstration  of  his 
knowledge  of  the  disease  preparing  the  family  to  enter  the  doctor- 
patient  partnership  with  confidence  and  security.   Follow-up  visits 
have  the  potential  for  increasing  the  emotional  well-being  as  well  as 
reinforcing  learning  and  correcting  conceptual  and  management  errors. 
By  confirming  normal  physical  development,  they  suggest  to  the  family 
that  they  have  done  well  so  far  and  may  expect  to  do  so  in  the  future, 
Questions  concerning  future  complications  may  arise  at  any  time  and 
should  be  answered  factually.   An  attempt  is  made  to  support  the 
family  in  doing  their  best  to  achieve  control,  and  then  to  hope  that 
they  "beat  the  statistics"  as  they  do  when  they  take  a  plane  or  motor 
trip  or  ski  down  a  slope. 
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Social  support  is  available  by  contacts  with  other  diabetic 
children  and  their  families  who  are  doing  well  with  the  same  problem. 
Effective  role  models  may  be  observed  and  the  "Why  me?"  feeling 
alleviated.   These  opportunities  may  occur  in  the  doctor's  office, 
in  the  community,  school  or  camp.   Patient  groups  are  often  helpful 
m  achieving  better  emotional  and  care  adjustment. 

Dietary  calculation  should  be  regarded  as  an  approximation  and 
modified  upward  or  downward  in  order  to  satisfy  the  caloric  needs  of 
the  individual  patient.   Variations  in  the  intake  of  good  quality 
food  from  day  to  day  appear  reasonable  as  energy  requirements  vary 
with  changes  in  energy  expenditure.   Intervention  in  the  quantitative 
aspects  of  food  intake  are  indicated  only  if  weight  gain  is  excessive 
or  inadequate. 


In  most  patients  glycosuria  is  inevitable  and  it  should  not  en- 
gender emotional  upset  in  child  or  parent.   If  the  pattern  of  exces- 
sive glycosuria  is  uniform,  it  should  be  dealt  with  by  an  appropriate 
adjustment  in  the  insulin  dosage,  with  the  use  of  supplementary  doses 
of  insulin  for  acetururia  of  heavy  glycosuria.   Diabetes  should  not 
result  in  constriction  of  a  child's  opportunities  for  a  full  and 
satisfying  life  as  might  be  occasioned  by  trips,  athletics,  going 
away  to  school,  etc.   The  treatment  plan  should  involve  the  gradual 
assumption  of  developmentally  appropriate  self-care.   By  age  11-12, 
most  children  should  be  able  to  measure  and  administer  their  own 
insulin  injections  and  by  13-15  take  the  major  responsibility  for 
their  own  management.   To  achieve  the  goal  of  independent  care  the 
teen-age  child  should  be  seen  alone  for  part  of  the  visit  and  by 
15-16  the  transactions  should  be  almost  entirely  between  him  and  the 
physician. 

The  influence  of  a  family's  organizational  structure  on  the 
quality  of  diabetic  control  and  the  psychologic  development  of  the 
patient  can  be  fairly  well  predicted  during  the  early  months  of 
treatment. 

A  tolerant-stable  family  is  likely  to  do  well  in  both  diabetic 
control  and  personality  development.   The  perfectionist  mother  may 
achieve  good  diabetic  control  but  is  likely  to  thwart  the  patient's 
emotional  growth  and  fail  to  adequately  meet  the  needs  of  her  husband 
and  other  children.   The  "enmeshed  family"  is  likely  to  have  trouble 
«.th  recurrent  ketoacidosis.   These  are  the  families  with  inadequate 
boundaries  between  individuals,  with  everyone  into  everybody  else's 
business  and  in  which  conflicts  are  not  resolved  but  allowed  to 
Jeter  out.   The  hyper labile  patients,  reported  by  Baker,  Barcai, 
Cay,  and  Haque,  came  from  such  families.   Good  results  have  been 
ichieved  with  family  psychotherapy  directed  at  modification  of  the 
unhealthy  family  organization. 
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Table  II 

FAMILY  ORGANIZATION,  DIABETIC  CONTROL,  AND  CHILD'S 
PERSONALITY  DEVELOPMENT 


Family 
Organization 

Diabetic 
Control 

Personality 
Development 

A. 

Tolerant-Stable 

good-fair 

good 

B. 

Perfectionist 

good-fair 

poor 

C. 

Enmeshed 

poor 

poor 

D. 
E. 

Disturbed-Unstable 
Overly  Casual 

poor 
poor 

poor 
variable 

The  strains  imposed  upon  the  family  of  a  diabetic  child  are  of 
sufficient  magnitude  as  to  predictably  lead  to  failure  in  the  manage- 
ment and  behavioral  spheres  in  the  "disturbed  unstable  family.    The 
clinician  should  guide  such  families  into  psychotherapy.   Some  fami- 
lies react  to  diabetes  in  an  overly  casual  manner,  not  securing  the 
quality  of  control  which  they  might  with  more  attention  to  urine 
testing  and  appropriate  adjustment  of  the  insulin  dosage.   The  under- 
lying basis  for  this  reaction  is  variable  but  can  usually  be  modified 
in  an  effective  way. 

In  Table  III  are  listed  some  of  the  parental  attitudes  and  reac- 
tions which  adversely  affect  diabetic  management. 


Table  III 


PARENTAL  ATTITUDES  ADVERSELY  AFFECTING  MANAGEMENT 

A.  Hostile  relationship  with  child 

B.  Exaggerated,  prolonged  anxiety  or  depression 

C.  Inability  to  grasp  rudiments  of  management  in 
spite  of  adequate  intelligence 

D.  Pseudo-competence 

E.  Excessive  involvement  in  management  details 
of  teen-aged  patient 

F.  Overly  casual  in  management  of  young  patient 


When  the  mother  and  child  have  an  angry  and  hostile  relationship 
it  is  inevitable  that  the  issues  of  diabetic  management  will  be  incor- 
porated in  the  ongoing  conflict.   The  parent  who  cannot  handle  effec 
tively  the  initial  grieving  response  and  continues  to  be  anxious  and 
depressed  often  generates  in  the  patient  feelings  of  guilt, 
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unworthiness,  and  depression  which  interfere  with  psychologic  devel- 
opment and  usually  the  quality  of  management.   There  are  mothers  who 
for  many  reasons  are  unable  to  incorporate  the  physician's  instruc- 
tion xnto  day-to-day  management.   They  fail  to  increase  insulin  when 
ketonuna  occurs  or  persist  in  treating  episodes  of  vomiting  by 
administering  broths  rather  than  carbohydrate  containing  liquids 
which  would  protect  against  hypoglycemia.   Others  having  so  great  a 
need  to  appear  competent  shut  off  attempts  of  the  physician  to  guide 
them  in  better  management.   The  teen-aged  patient,  involved  as  he  is 
in  developing  his  own  sense  of  independence,  usually  reacts  negatively 
in  relation  to  management  when  the  parent  is  excessively  involved  in 
his  diabetic  routines.   The  overly  casual  mother  will  not  assist  her 
child  to  achieve  the  quality  of  control  of  which  he  is  capable. 

In  Table  IV  are  listed  some  of  the  ways  in  which  sub-optimum 
parent-child  relationships  manifest  themselves. 


Table  IV 


SIGNS  OF  PROBLEMS 


A.  Developmental  disorder  in  child 

B.  Affecting  diabetic  control  directly 


1. 
2. 
3. 
4. 
5. 


Faking  urine  tests 

Omission  of  insulin 

Recurrent  acidosis 

Deliberate  over-dosage  of  insulin 

Disregard  of  diet  qualitatively 

and/or  quantitatively 


In  some,  diabetic  control  is  the  area  in  which  problems  surface 
and  in  others  the  gamut  of  adjustment  reactions  of  childhood  appear; 
school  failure,  truancy,  anti-social  behavior,  character  disorders 
etc.   In  most  instances,  both  management  and  personality  organization 
are  affected.   Some  relatively  well  adjusted  children  fake  the  results 
of  urine  tests  or  experiment  with  omission  of  insulin.   Faking  urine 
tests  may  be  a  response  to  parent  or  doctor  over-reacting  to  marked 
glycosuria.   Omission  of  insulin  may  be  a  child's  way  of  determining 
whether  or  not  he  really  needs  insulin  or  it  is  another  of  the  arbi- 
trary requirements  that  adults  place  on  children.   Repeated  acidosis 
has  been  seen  m  children  with  an  inability  to  discharge  anxiety. 
In  these  patients,  it  is  striking  that  recovery  in  the  hospital  is 
initiated  by  small  quantities  of  insulin  whereas  much  larger  doses  in 
the  home  environment  failed  to  stop  the  progression  of  acidosis. 
Deliberate  over-dosage  of  insulin  occurs  in  a  few  patients  and  is 
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always  indicative  of  severe  psychopathology.   Very  common  is  a  major 
disregard  of  dietary  recommendations  which  is  indicative  of  behavioral 
disturbance  and  invariably  leads  to  poor  control. 


FUTURE  DIRECTIONS 

What  can  be  done  about  these  unproductive  and  negative  actions 
and  behavior  patterns?   In  Table  V  are  listed  some  of  the  necessary 
resources  which  can  provide  preventive  or  therapeutic  services 
the  diabetic  child  and  his  family. 


Table  V 
DEALING  WITH  PROBLEMS  OF  DEVELOPMENT 

A.  Physician  knowledgeable  about  child  development  and 
age-appropriate  variations 

B.  Availability  of  psychiatric  support  from  therapist 
familiar  with  the  range  of  behavior  in  juvenile 
diabetics 

1.  Family  therapy 

2.  Individual  therapy 

3.  Group  therapy 


Some  of  the  supportive  factors  which  can  foster  satisfactory  ad- 
justment have  already  been  discussed.   It  is  also  important  that  the 
physician  providing  diabetic  care  should  be  knowledgeable  about  child 
development  and  its  age- conditioned  variations.   Such  knowledge  will 
assist  the  physician  in  guiding  the  family  to  foster  the  child's 
development  and  in  recognizing  the  meaning  of  apparent  behavioral  or 
management  problems.   In  5-10%  of  patients,  the  complexity  or  magni- 
tude of  behavior  problems  will  require  the  services  of  a  person 
trained  in  child  psychiatry  or  psychology.   The  therapist  will  be 
much  more  effective  if  he  has  had  an  opportunity  to  observe  a  cross- 
section  of  diabetic  children  and  their  families  in  the  diabetolo- 
gist's  office.   Family  psychotherapy  is  most  effective  in  dealing 
with  these  situations  because  of  the  invariable  involvement  of  the 
family  in  the  problems  of  the  child. 

In  Table  VI  are  listed  some  of  the  needs  present  in  dealing  more 
effectively  with  emotional  problems  as  they  occur  in  the  diabetic 
child  and  family. 
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Table  VI 


WHAT  IS  NEEDED 


A. 


Adequately  trained  medical  and  psychiatric 
personnel 

Validation  of  relationship  of  family  organi- 
zation to  outcome  of  juvenile  diabetes 
Development  and  validation  of  screening 
procedure  which  can  identify  the  "at  risk" 
family 

Evaluation  of  the  effectiveness  of  early 
intervention  when  developmental  or 
diabetic  problems  appear 


There  is  need  for  more  diabetologists  who  understand  the  basic 
information  concerning  child  development.   There  is  a  need  for  more 
psychotherapists  who  have  been  exposed  to  non-psychiatric-patient 
diabetics  in  order  to  understand  the  variety  of  ways  in  which  diabetes 
affects  family  organization  and  child  development.   We  need  to  carry 
out  research  which  would  evaluate  the  relationship  of  family  organi- 
zation to  the  outcome  of  juvenile  diabetes.   We  should  develop  and 
validate  screening  procedures  which  can  identify  the  "at  risk" 
family  and  evaluate  the  effectiveness  of  early  psychiatric  inter- 
vention when  emotional  problems  affecting  behavior  and  diabetic 
management  appear. 
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6.   OCULAR  PROBLEMS  OF  DIABETES 
Gholam  Peyman,  M.D. 


STATE  OF  THE  ART 

One  of  the  most  important  manifestations  of  diabetes  is  ocular 

^"sulTo^  d™eVisi-  «*  kindness.   This  blindness 

retina8)   thfiLfo  ^feye"  g^t^ta  t^W'*. «*    ^ 
of  glaucoma.  cataracts),  or  due  to  the  development 

Diabetic  involvement  of  the  retina  is  called  diabetic  retinopathv 
It  now  prevails  in  almost  50%  of  the  patients  with  dxabetes  andL  ^ 
directly  related  to  the  duration  of  diabetes  and  occurs  in  907  of 
patents  who  have  had  diabetes  for  more  than  20  years   Diabetes  is 
a  common  cause  of  blindness  and  accounts  for  roughly  8-167  of  all 
mavnbeedSS  ^^   Pr°P°rti°n  is  -creasing.   Diabetic  JetiSopSy 
athy  Ld  "irolif^^^0..86^31  CateSories  "  "background"  re?inop- 
retinnnfM,P     r   ^   retinoPathy-   Early  treatment  of  diabetic 

tious  a't  entioen0trhiaTnd  Pr°phylaXis  *nd  ^^  both  conscien- 
tious attentxon  to  blood  sugar  control,  and  control  of  hypertension 
if  present   Early  detection  of  retinopathy  allows  appropriate  inter- 

w£ch°«Y  I7ent   ^^^^  modaliti-  -elude  photocoagulation  (In 
which  a  llght  cauterizes  normal  blood  vessels),  vitrectomy  (a  new 
operative  procedure  which  allows  removal  and  replacement  of  a 
hemorrhagic  vitreous),  and  pituitary  ablation. 

Photocoagulation  methods  include  argon  laser,  xexon  arc   and 

advLtLT'an116  T™  ^  ^^  t0  °ffer  the  moSt  ^^ical 
advantage,  allows  for  treatment  of  very  small  areas  in  any  area  of 

he  retina,  -and  has  minimal  side  effects,  particularly  in  terms  of 
retinal  destruction.   The  xenon  arc  must  be  applied  with  particular 

aution  because  its  wide  beam  of  general  high'Ltensity  causes 
,id."  h   d6S1truCtlon  and  "suits  in  significant  side  effects;  its 

isC  anTfo^  d±rCl"dr   ±tS  USe  ln  the  re*lon  of  the  —la  and 

n  the  princioir^h  !      "V-      ^  USe  °f  the  ruby  laSer  »as  **** 
nH^  P"nciple  that  generalized  retinal  destruction  would  lead  to 

decreased  retinal  demand  and  hence  less  proliferated  changes  it 
rould  appear  to  be  of  minimal,  if  any,  benefit.         ranges,  it 

The  major  disadvantage  of  all  these  treatments  is  that  only 
ymptoms  are  treated,  not  th«  underlying  disease  process. 
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Other  ocular  complications,  such  as  cataract  or  glaucoma,  are 
treated  by  removal  of  the  cataractous  lens  or  glaucoma  medication  or 
surgery. 

FUTURE  DIRECTIONS 

Because  diabetic  retinopathy  is  a  combination  of  the  generalized 
altered  metabolism  and  the  local  response  to  this  alteration,  efforts 
should  be  made  to  understand  the  abnormal  metabolism  and  the  tissue 
response  to  it.   Once  the  process  is  understood,  therapy  can  be 
derived  on  a  more  logical  and  rational  basis.   The  underlying  mecha- 
nisms behind  the  relationship  of  other  processes  to  diabetic  reti- 
nopathy need  to  be  understood.   For  example,  moderate  optic  atrophy, 
glaucoma,  severe  nearsightedness,  and  pituitary  insufficiency  can 
modify  the  course  of  diabetic  retinopathy.   Contrariwise   other 
conditions  including  hypertension,  renal  disease,  pregnancy,  and 
drugs  such  as  corticoid  steroids  may  worsen  the  course  of  the  diabetic 
retinopathy. 

Current  modes  of  therapy  need  to  be  modified,  and  the  course  of 
the  disease  following  implementation  of  these  therapies  followed. 
Refinements  in  the  techniques  of  photocoagulation  and  vitrectomy 
need  to  be  developed.   The  use  of  ultrasound  to  gain  insight  into 
the  structure  of  the  retina  and  the  eye  should  be  further  characterized, 

The  role  of  pharmacological  agents  needs  to  be  determined.   Cal- 
cium dobesylate  and  salicylates  have  undergone  clinical  trials  in 
Europe  and  may  be  useful  in  preventing  and/or  partially  ameliorating 
diabetic  retinopathy.   The  role  of  these  drugs  and  their  effects  on 
platelet  aggregation  and  in  turn  the  role  of  this  pathogenesis  of 
retinopathy  need  to  be  defined.   Other  drugs  which  prevent  and/or 
ameliorate  retinopathy  may  be  developed. 
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7.   RENAL  DISEASE  IN  DIABETES 
Frederick  Goetz,  M.D. 


STATE  OF  THE  ART 

Diabetic  nephropathy  appears  to  occur  after  ten  to  thirty  years 
of  diabetes  mellitus  —  there  being  an  increasing  incidence  with 
duration  of  diabetes  between  ten  and  thirty  years  and  then  a  plateau- 
mg  with  an  incidence  of  some  40%  showing  azotemia.   The  prognosis 
of  diabetic  nephropathy  seems  to  be  uniformly  poor.   With  conven- 
tional medical  therapy,  the  duration  of  life  averages  three  years 
once  mild  azotemia  (serum  creatinine  about  2  mg/dl)  is  noted,  and 
about  six  months  once  marked  azotemia  (serum  creatinine  8  or 
above)  is  present.   The  conventional  medical  treatment  of  kidney 
disease  in  diabetes  does  not  differ  in  principle  from  the  treatment 
of  kidney  failure  in  any  patient.   However,  the  presence  of  diabetes 
usually  requiring  insulin,  makes  the  usual  measures  more  difficult 
to  apply.   Fluid  overload  and  arterial  hypertension  respond  for  a 
time  to  diuretics  and  blood  pressure  lowering  drugs.   However   the 
patients  with  diabetes  may  have  great  difficulty  in  restricting  the 
intake  of  fluids  when  this  is  necessary.   Hypertension,  fortunately 
is  often  not  severe  and  its  control  is  important  since  it  may  aggra- 
vate retinopathy;  however,  blood  pressure  adjustment  may  be  difficult 
due  to  frequent  overresponse  with  distressing  postural  hypotension. 
Probably  the  most  difficult  adjustment  for  the  patient  with  long- 
term  diabetes  is  the  need  to  increase  his  intake  of  carbohydrates 
as  well  as  fats  when  dietary  protein  is  restricted  to  relieve  uremic 
symptoms.   The  problems  are  mostly  psychological,  but  they  can  be 
mtense.   Nevertheless,  some  patients  can  eventually  accept  even  a 
/ery  low-protein,  high-carbohydrate,  high-fat  diet,  with  surprisingly 
Little  change  in  control  of  diabetes.   Such  a  program  can  relieve 
symptoms  in  a  uremic  diabetic  patient  for  many  months.   It  is  not 
cnown  whether  or  not  it  prolongs  life. 

With  essentially  all  such  patients,  the  limits  of  conventional 
:reatment  are  reached  in  a  few  months  or  one  to  two  years.   If  life 
-s  to  be  sustained,  other  measures  must  be  considered:   chronic 
temodialysis  or  renal  transplantation.    When  chronic  hemodialysis 
las  been  used  in  diabetic  nephropathy,  the  survival  rate  is  the 
rorst  of  any  diagnostic  subgroup.   From  a  conventional  point  of  view 
hances  of  rehabilitation  are  poor.   Also,  the  demands  of  home 
lalysis  seem  especially  great  for  the  young  man  with  diabetes,  with 
ieayy  strain  from  the  family  unit;  most  patients  with  diabetes  are 
lalysed  at  a  center  and  not  in  the  home.   In  the  setting  of  blind- 
ess  from  retinopathy  and  of  neuropathy,  "quality  of  life"  cannot  be 


<"*'"'.. 


2 

•r 

• 

- 

H 

1 

" 

' 

i 

:; 

i 

■ 

j 

■ 


139 


called  normal  for  patients  undergoing  dialysis.   Yet  chronic  dialy- 
sis is  clearly  life-sustaining  for  some  patients  with  diabetes  and 
for  some,  the  life  may  be  worth  living.   Kidney  transplantation  for 
diabetic  nephropathy  has  an  overall  better  survival  rate  than  is 
seen  with  chronic  dialysis.   Survival,  however,  is  not  as  good  as 
survival  for  patients  transplanted  for  other  types  of  kidney  disease. 
Chances  for  surviving  for  at  least  two  years  seem  good  (65%  -  70%); 
for  five  years,  they  are  fair  (about  50%).   The  usual  problems  seen 
in  transplantation,  i.e.,  need  for  immunosuppressive  drugs,  rejection, 
etc. ,  are  seen. 

A  detailed  consideration  of  current  treatment  was  presented  in 
a  symposium  published  under  the  title  "End  Stage  Diabetic  Nephropathy" 
as  supplement  #1  to  the  journal  Kidney  International  (October,  1974). 

FUTURE  DIRECTIONS 

The  chief  need  is  in  better  prevention  of  the  development  of 
renal  disease  in  diabetes,  as  once  the  condition  is  developed  it  is, 
at  best,  very  difficult  to  deal  with.   Better  understanding  of  the 
role  of  diet,  and  other  means  of  conventional  management  are  needed. 
Dialysis  centers  should  evaluate  the  long-term  value  of  dialysis 
for  diabetic  nephropathy.   Better  means  of  immunosuppressive  therapy 
may  prevent  rejection  and  allow  transplanted  kidneys  to  survive  for 
a  longer  duration.   Newer  types  of  immunosuppressive  therapy  may 
replace  steroids,  which  aggravate  the  carbohydrate  intolerance  and 
the  metabolic  difficulty  in  controlling  the  diabetes.   Changes  in 
interpretation  of  vocational  rehabilitation  statutes  may  allow  more 
patients  who  are  transplanted  to  be  truly  rehabilitated  and  return 
to  work  without  being  in  jeopardy  of  losing  their  medical  benefits. 
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8.   THERAPY  IN  DIABETIC  NEUROPATHY 
Norton  Spritz,  M.D. 


STATE  OF  THE  ART  AND  FUTURE  DIRECTIONS 

Like  the  other  complications  of  diabetes,  effective  therapy  and 
prevention  for  its  nerve  disease  await  further  understanding  of  its 
pathogenesis  and,  particularly  of  its  relationship  to  the  underlying 
metabolic  defects.   The  most  important  issue  to  be  considered  relates 
m«  V!£e    ^f     deficiency  (or  ineffectiveness)  in  the  produc- 
tion of  the  neurological  manifestations;  and  as  a  corollary  the 
likelihood  that  correction  of  insulin  deficiency  will  prevent  or 
ameliorate  the  abnormality  in  nerve  function. 

Occasional  reports  of  diabetic  neuropathy  occurring  as  the  first 
nanifestation  of  diabetes  (1)  and  subtle  neurological  disturbances 
in  unaffected  relatives  of  diabetics  (2)  have  been  used  as  evidence 
:hat  the  neurological  dysfunction  is  unrelated  to  the  metabolism 
abnormality  and  that  it  is  not  preventable  or  treatable  by  correction 
)f  the  metabolic  defect.   This  point  of  view  is  supported  further 
>y  the  ineffectiveness,  in  most  instances,  of  improved  control  to 
meliorate  the  symptoms  of  established  neurological  disease.   On 
.he  other  hand,  in  the  tremendous  majority  of  patients  with  diabetes 
leurological  manifestations  (as  well  as  other  complications)  exhibit 
in  increasing  prevalence  with  increasing  duration  of  the  disease 
urthermore,  recent  studies  have  generally  not  found  significant 
:vidence  of  neurological  dysfunction  in  unaffected  relatives  of 
labetics  (3) . 

Perhaps  the  most  important  support  for  the  idea  that,  at  least 
n  part,  insulin  therapy  can  modify  neurological  disease  in  man  comes 
rom  the  recent  demonstration  that  in  newly  discovered  diabetics 
nstitution  of  therapy  is  associated  with  improvement,  although 
ncomplete  in  nerve  function  as  measured  by  the  velocity  of  impulse 
ondition  (4).   Such  findings  are  certainly  suggestive,  but  require 
urther  confirmation.   Even  if  confirmed,  their  relationship  to  the 
ymptomatic  and  apparently  irreversible  nerve  disease  remains  uncer- 
am.   At  the  moment,  advice  that  the  most  precise  control  of  hyper- 
lipemia will  prevent  nerve  dysfunction  is  not  based  on  clear-cut 
/idence. 

The  relevance  of  studies  in  animals  with  experimental  or  spon- 
ineous  diabetes  to  the  human  disease  is  also  an  area  of  controversy 
l  this  field.   Segmental  demyelinization,  considered  to  be  the 
ithological  hallmark  of  the  human  disease,  has  been  demonstrated  in 
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the  rat,  the  animal  that  has  provided  most  of  the  reported  data.   On 
the  other  hand,  this  lesion  has  been  reported  in  the  spontaneous 
diabetic  Chinese  hamster  (5),  and,  in  the  rabbit  with  alloxan  diabetes, 
loss  of  myelin  as  determined  by  direct  quantification  has  recently 
been  reported  (6). 

Studies  in  experimental  animals  indicate  that  the  metabolism  of 
components  of  myelin  is  affected  by  insulin  (7),  providing  at  least 
the  basis  for  the  possibility  that  metabolic  effects  on  myelin  of 
insulin  deficiency  may  play  a  role  in  nerve  dysfunction  in  human 
disease.   Other  studies  in  experimental  diabetes  provide  two  mecha- 
nisms by  which  metabolic  alteration  correctable  with  insulin  may 
lead  to  nerve  dysfunction  and  both  provide  theoretical  mechanisms 
for  preventive  or  therapeutic  intervention  by  precise  control.   The 
first  of  these  relates  to  the  presence  of  aldol  reductase  in  peripheral 
nerve  and  the  production,  by  this  enzyme,  of  polyols  in  the  presence 
of  high  plasma  glucose  levels  (8).   The  accumulation  of  sorbital  in 
these  nerves  is  established  in  experimental  diabetes  although  its 
role  in  nerve  dysfunction  is  not.   Specific  inhibitors  of  aldol 
reductase  are  now  available  and  their  use  experimentally  may  provide 
more  direct  evidence  of  the  importance  of  this  system  in  peripheral 
nerve  dysfunction  in  experimental  diabetes  and  might  provide  in  the 
future  a  therapeutic  opportunity  in  the  human  disease. 

Similarly,  considerable  evidence  has  recently  been  presented  to 
indicate  that  myoinosital  content  of  nerve  plays  an  important  role 
in  the  development  of  the  defect  in  nerve  conduction  seen  in  diabetes 
(9).   In  the  rat,  both  the  prevention  of  hyperglycemia  with  insulin 
therapy  and  the  maintenance  of  myoinosital  levels  by  dietary  supple- 
mentation completely  prevent  the  defect  in  acutely  diabetic  rats. 
These  findings  may  also  provide  important  leads  for  further  investi- 
gation of  the  human  disease. 

While  these  considerations  are  critical  to  any  fundamental  approach 
to  therapy  or  prevention  of  this  disease,  they  do  not,  unfortunately, 
translate  at  this  time  into  any  direct  action  that  can  be  taken  by 
the  physician  in  the  patient's  behalf.   There  are,  however,  several 
important  possibilities  for  palliative  intervention  for  some  of  the 
manifestations  of  neurological  dysfunction. 

The  first  and  most  important  of  these  is  based  on  the  realization 
that  diabetes  increases  the  vulnerability  of  peripheral  nerves  to 
injury.   Pressure  injury  seems  to  be  more  common  and  diabetics, 
especially  with  expressed  neuropathy,  should  avoid  positions  that  lead 
to  pressure  injury  in  nerve.   Similarly,  alcohol  may  contribute  im- 
portantly to  the  nerve  disease  in  diabetic  patients  and  is  contra- 
indicated  in  patients  with  neuropathy.   In  diabetic  patients  with 
uremia,  peripheral  nerve  dysfunction  probably  reflects  a  combination 
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of  both  diseases, and  intensive  dialysis  therapy  is  warranted  to  mini- 
mize the  uremic  element. 

Several  of  the  syndromes  reflecting  autonomic  neuropathy  require 
specialized  management,  and  their  recognition  and  appropriate  therapy 
may  be  critical  to  the  survival  of  the  patient.   As  an  example, 
bladder  involvement  with  atony  leads  to  infection  and  renal  dysfunc- 
tion.  Bladder  neck  obstruction  may  play  a  role  in  these  patients 
and  complete  urological  evaluation  is  critical.   Gastrointestinal' 
dysfunction  in  diabetes  is  usually  not  a  life-threatening  complication. 
The  occurrence  of  one  of  the  malabsorption  syndromes  that  affect 
diabetics,  however,  can  produce  a  subtle,  but  extremely  important 
problem  for  the  diabetic  that  may  be  correctable  with  appropriate 
therapy   Motor  dysfunction  of  the  small  bowel  may  be  associated  with 
bacterial  overgrowth  with  resultant  malabsorption  that  can  be  cor- 
rected with  antibiotic  therapy. 

Neuropathic  foot  ulcers  and  Charcot  joint  are  complications  of 
diabetic  nerve  disease  that  require  early  recognition  and  correct 
therapy. 

Impotence  is  a  serious  complication  in  the  male  diabetic  and  its 
early  recognition  depends  on  an  effective  physician-patient  relation- 
ship as  well  as  awareness  of  this  problem  by  the  physician.   The 
differential  diagnosis  among  psychological,  vascular,  and  neuro- 
pathic causes  for  the  impotence  is  critical  since  the  first  two  may 
be  helped  by  therapy  directed  at  the  cause,  while  the  last  is  amenable 
to  no  known  approach  except  for  urological  prosthetic  procedures,  the 
efficacy  of  which  is  uncertain. 
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9.   MACRO- VASCULAR  PROBLEMS  OF  DIABETES 
Fred  Whitehouse,  M.D. 


STATE  OF  THE  ART 

This  reviews  the  macro-vascular  problems  that  principally  affect 

lo\tTTt\        "'  ^  le8S>   Th°Ugh  S°me  ^estlgaiors  have  speculated 
to  the  contrary,  as  yet  no  one  has  clearly  demonstrated  that  the 
microangiopathy  of  diabetes  is  different  pathologically  from  that 
occurring  xn  the  non-diabetic.   Atherosclerotic  occlusive  disease  is 
the  primary  problem.   Diabetics  are  affected  precociously  and  the 
intimal  lesions  involve  the  arteries  more  diffusely.   The  incidence 

attSofth  f   di?betiCSKthan  non-diabetics.   The  protection  sex 
attords  the  female  is  obliterated  by  diabetes. 

'a)  s^£^raMmtmMa  and  hyper  -^-^ 

Ischemic  heart  disease,  (IHD)  occurs  more  commonly  in  the  diabetic 
patient  by  age  and  sex  and  is  more  serious  when  symptomatic.   While 
increasingly  common  as  the  diabetic  child  matures  and  ages,  angina 
pectoris,  myocardial  infarction,  and  congestive  heart  failure  may  be 

IvaiLT  T8n  °J   fabeteS  ^  the  °lder  adult'   No  therapies  are" 
available  for  the  diabetic  that  differ  from  those  available  to  the 
non-diabetic.   Digitalis,  diuretics,  salt  restriction,  vasodilators 
anticoagulants,  beta-adrenergic  blockers,  and  aor to-coronary  bypasJ 
surgery  are  available  for  the  diabetic  who  needs  such  therapy.™ 
special  modes  of  therapy  are  more  useful  for  the  diabetic  though  none 

HMTlT     f iCat6d-   Wh±le  reSUltS  °f  ^to-coronary  bypass  surgery 
in  the  long-duration,  juvenile-type  diabetic  who  has  intractable 
angina  are  incomplete,  studies  are  available  that  suggest  that  the 
diabetic  can  be  helped  by  revascularization  surgery. ^1  suspect  most 
of  these  operated  patients  with  IHD  have  shorter-duration,  adult 
type  diabetes   Recent  evidence  indicates  that  aorto-coronary  surgery 
positively  affects  the  natural  history  of  multi-vessel  IHD,  yet  it 
remains  a  form  of  symptomatic  therapy. 


bat^^T1^35'111^^15633-  (PVD)  iS  Clearly  more  commo*  ^  the 
ic  and  when  associated  with  peripheral  neuropathy,  suscepti- 

rauma,  often  results  in  "the  diabetic 


iiab 

bility  to  infection  and  local  t 
foot." 


145 


Gangrene  leading  to  amputation  is  primarily  a  disease  of  the  aged 
diabetic,  though  some  long-term,  juvenile-type  diabetics  are  so 
afflicted.   However,  a  major  leg  amputation  in  a  patient  under  50  and 
especially  under  40  is  uncommon. 

Modern  therapy  for  peripheral  vascular  disease  has  diminished  the 
frequency  of  crippling  amputations.   Reasons  for  this  relate  to: 
(1)  improved  education  of  the  diabetic  regarding  foot  care;  (2)  help 
garnered  from  knowledgeable  podiatrists;  (3)  early,  vigorous  use  of 
antibiotics;  (4)  more  conservative  surgical  debridement;  (5)  use  of 
the  transmetatarsal  amputation  when  possible  as  a  foot-saving 
maneuver  with  lesser  pedal  deformity  resulting  than  following  a  ray 
amputation;  (6)  early  consultation  with  an  experienced  vascular 
surgeon  to  consider  an  angioplastic  procedure  whenever  possible;  and 
(7)  clinical  application  of  time  and  patience  —  born  of  the  use  of 
antibiotics  and  nurtured  by  the  desire  to  save  a  foot. 

Antibiotics  and  angioplasty  plus  applied  learning  must  be  given 
the  greatest  credit  for  minimizing  morbidity  and  loss  of  a  limb.   To 
me  the  first  two  have  probably  advanced  technically  as  far  as  can  be 
expected  barring  a  quantum  leap  in  technology.   The  degree  of 
availability  of  high  quality  podiatric  care  needs  study  and  atten- 
tion, both  from  the  viewpoint  of  corrective  surgical  chiropody  and 
preventive  maintenance  therapy.   The  application  of  the  below-knee 
amputation  when  a  major  amputation  becomes  necessary  will  permit 
greater  success  with  mobility  and  rehabilitation.   The  crippling 
mid- thigh  amputation  is  properly  receding  in  use.   Other  medical  and 
surgical  therapies  for  PVD  are  not  definitive,  including  sympathec- 
tomy, anticoagulants,  vasodilators,  tobacco  abstinence,  Buerger's 
exercises,  infusions  of  Swedish  dextran  and  hyperbaric  oxygenation. 
Yet  one  may  advise  selected  therapies  in  individual  cases  when  defini- 
tive therapy  is  impossible.   Studies  on  drugs  affecting  platelet 
aggregation  and  on  enzyme  fibrinolysis  are  incomplete  but  should  be 
watched  with  interest. 

No  one  educates  the  diabetic  as  well  as  he  might  and  no  diabetic 
cares  for  his  feet  as  well  as  he  should.   If  this  obstacle  could  be 
overcome,  trauma,  the  common  exciting  cause  in  foot  problems,  could 
be  lessened.   The  diabetic  in  particular  danger  regarding  his  feet 
needs  to  be  more  careful  (or  comply  better)  with  protective  measures. 
Health  professionals  need  to  offer  more  definitive  and  repetitive 
advice  to  these  high-risk  patients.   Experienced  podiatrists  should 
be  involved  earlier.   Out-patient  or  office  education  and  third  party 
coverage  for  these  costs  need  attention.   Diabetics  need  to  take 
care  of  their  feet  more  seriously. 

Cerebrovascular  disease  (CVD)  is  overshadowed  by  ischemic  heart 
disease  and  peripheral  vascular  disease,  yet  all  patients,  diabetics 
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and  non-diabetics  alike,  morbidly  fear  stroke.   Great  age  either 
chronologic  or  physiologic,  increases  the  chances  of  cerebral  throm 
bosis  or  cerebrovascular  insufficiency .   Early  identification  of 
carotid  narrowing  for  local  endarterectomy  and  of  vertebrobasilar 
insufficiency  for  anticoagulant  therapy  may  diminish  he  incidence 
value    "  C6rebral  ln£arctl°°-   ^her  therapies  are  of  dubious 

have^orteTthe18/16",1"8  "  drUg  therapy'  and  cliai<=al  "udies 
with  con r d  ^pertS  on^hvsf  • '°  ^^   stroke  *»  Patients 

dtbetic  »£*Epz^srzz  se^e  sir- 

cornet.  Ce"aln  thera"eut«  "—vers  of  a  genera/nlture  deserve 


1)  Diet.   Elimination  of  excess  weight  and  lowering  to  normal 

trol  HTh   g  1ferldeS  and  cholesterol  plus  metabolic  con- 
trol of  hyperglycemia  may  all  play  a  salutary  effect  in  the 
diabetic   Many  favor  dietary  cholesterol  restriction  higher 
ratios  of  polyunsaturated  to  saturated  fat  in  the  diet  and 

lipidV ^hls  lntake  V   Pr°m0te  leanneSS  aad  ""ma!  serum 
»h  ,S\  These  attitudes  are  not  easily  taught,  probably 
should  be  initiated  early,  and  benefits  await  confirmation. 

2>  ^?a^teS:  ^  accepted  risk  factor  with  acute  myocardial 

infarction.   No  one  can  favor  their  use.   Diabetics  should  not 
smoke  cigarettes  and  should  be  so  advised. 

3)  Physical  activity:   Excessive  subjectivity  exists  here  with 
differing  opinions  confusing  the  facts.   Certainly  physical 
activity  promotes  leanness  and  may  have  a  favorable  effect 
mJS 1Uteral  "terial  blood  flow  to  the  heart  and  legs. 

activitvgarDe?nt ^  ±S  al^d  "y  re8ularly  recurring  physical 
activity.   Definitive  evidence  should  be  obtained  in  this 

areV°  f.?™^  S°Und  obJective  advice  vis-a-vis  the  diabetic 
and  his  blood  vessels.  uc 

4)  Anti-hyperlipidemic  drugs:   Several  are  available;  all  are 
r«L^e!'.lD  Pharmacologic  effect.   None  have  demon-' 
strated  definitive  aid  to  a  large  prospective  group  of 
diabetics   Recent  reports  with  the  use  of  clofibrate  in  the 

in  Liold  reT  ^"^  W«6  disaPP-nting.   Prospective  studies 
m  Lipid  Centers  may  offer  help  in  evaluating  ileal  bypass 
surgery  for  selected  patients  with  hypercholesterolemia! 
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5)   Hypoglycemia:   Severe  hypoglycemia  is  best  avoided  in  those 
patients  with  any  underlying  vascular  disease  and  smoother 
metabolic  control  often  is  possible  with  multiple  injections 
of  insulin  and  frequent  small  feedings. 


FUTURE  DIRECTIONS 

Vascular  surgical  therapy  may  have  reached  technical  limits. 
This  suggests  that  heavy  emphasis  need  be  placed  on  early  eradication 
of  risk  factors  and  attempts  at  metabolic  control  of  diabetes  and 
hyperlipidemia  especially  when  an  unfavorable  genetic  background  pre- 
vails.  Help  for  the  diabetic  regarding  his  vascular  problems  is 
closely  linked  with  an  understanding  of  atherogenesis.   Most  medical 
programs  are  difficult  to  adhere  to  over  long  periods  of  time.   Time, 
energy,  and  money  should  be  expended  toward  solving  the  riddle  of 
atherosclerosis . 

If  one  looks  at  long-duration  diabetics  who  are  healthy  (or 
healthier  than  you  might  predict) ,  one  will  note  a  monotonous  clini- 
cal portrait:   a  slender,  physically  active  person,  compulsive  by 
nature  who  has  used  insulin  from  the  beginning  of  his  diabetes;  often 
has  taken  multiple  injections  of  insulin  per  day,  usually  a  modest 
total  daily  dose;  who  has  an  inherent  small  appetite,  manifests  a 
certain  rigidity  toward  carbohydrate  intake  though  not  necessarily 
toward  fat,  lacks  an  abject  fear  of  hypoglycemia,  and  has  a  good 
genetic  background  regarding  longevity.   Are  these  people  trying  to 
tell  us  something? 
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10.   PODIATRIC  TREATMENT  CONSIDERATIONS  FOR  PATIENTS 
WITH  DIABETES  MELLITUS 

Arthur  E.  Helfand,  DPM 


STATE  OF  THE  ART 

Foot  health  for  patients  with  diabetes  mellitus  is  vital  as  pedal 
complications  of  the  disease  provide  a  high  degree  of  morbidity, 
disability,  impairment,  functional  inactivity,  and  can  contribute  to 
mortality  in  a  significant  number  of  cases.   Foot  health,  because 
it  is  generally  not  related  to  mortality  in  the  general  population, 
usually  has  a  low  priority  in  the  delivery  of  health  care.   In  rela- 
tion to  diabetes  mellitus  however,  foot  care  has  been  recognized 
as  needed  by  two  selected  areas:   i.e.,  the  inclusion  of  total  foot 
care  under  Medicare  for  patients  who  have  diabetes  mellitus  and  by 
the  publication,  "Feet  First".   This  publication  was  developed  and 
published  by  the  United  States  Public  Health  Service  m  1970  and 
still  provides  the  best  patient  foot  health  education  available 
today. 

If  we  are  to  look  at  the  voids  that  exist  today  in  the  foot  care 
programs  for  patients  with  diabetes  mellitus  and  to  plan  for  future 
care  needs,  we  must  examine  not  only  the  individual  patient  and  his 
problems,  but  relate  these  problems  to  the  system  of  delivery  financ- 
ing, and  manpower.   At  the  present  time,  Pediatric  representation 
in  the  Department  of  Health,  Education,  and  Welfare  --  U.S.  Public 
Health  Service,  does  not  exist.   Thus,  foot  health  and  foot  care  per 
se  have  not  appeared  to  be  a  priority  area  in  planning  for  future 
health  care  delivery. 

In  general,  existing  pedal  conditions  in  the  diabetic,  are  magni- 
fied by  neurologic  changes,  such  as  paresthesias,  sensory  impairment, 
motor  weakness,  reflex  loss,  and  neurotropic  arthropathy   Vascular 
changes  are  many  times  evident  in  the  foot.   These  include  angiop- 
athy T  absence  of  pedal  pulses,  trophic  changes,  ulceration,  gangrene, 
and  pain  associated  with  local  tissue  anoxia  and  ischemia.   The 
dermatologic  changes  which  are  common  include  bacterial  infection, 
mycotic  infection,  ulceration,  hyperkeratosis,  onychial  dystrophies, 
and  hypertrophies.   In  the  young  diabetic,  many  of  the  above  concerns 
are  not  present  because  of  youth.   However,  early  foot  deformities 
and  improper  self  foot  care  can  lead  to  infections,  which  require 
early  and  significant  treatment.   In  the  elderly  patient,  the  normal 
changes  of  aging,  other  degenerative  diseases  and  processes  and  the 
years  of  abuse,  magnify  pedal  deformities,  such  as  hallux  valgus 
and  other  contractures,  which  create  internal  pressures  and  potential 
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FUTURE  DIRECTIONS 

I.   Providing  patients,  their  families,  and  professionals  with 
an  awareness  of  the  signs  and  symptoms  of  diabetic  foot 

UtiT5'^    Tht  t7reneSS   mUSt  be  ^iven  to  th^  Young  as  well 
oart V     P"bljCatlonS  Such  as  "Feet  First"  should  be 

tolllL  I   d"abetlC  instructional  and  educational  program 

to  place  emphasis  on  care  needs.  P  g   ' 

2.  Pediatric  services  must  be  available  and  accessible  to  all 
segments  of  the  population.   This  includes  the  delivery  of 
care  m  the  private  as  well  as  the  public  sector   IZ    -  J i 
should  provide  a  full  pediatric  service  Hospitals 

3.  Patient  histories  and  physical  examinations  should  include 
e^natioT"6^118^6'  «*  "^  ^^^   «  *>" 

4.  Where  multiphasic  screening  is  in  effect,  podiatric  exami- 
LTbT^e^r"  -  ^  «*  indicators  of  Setes 

5*   nrnhlSh°UlK  ^  aVailable  and  Provided  to  patients  with  foot 
problems  who  have  diabetes  mellitus.   Criteria  norms  and 
standards  should  be  developed  to  permit  quaUt^  to  be'devel- 
oped  and  maintained.  aevei 

6.   Long  range  planning  should  include  the  inclusion  of  podiatric 
services  and  programs  within  the  U.S.  Department  of 
Education,  and  Welfare  -  Public  Health  Service   to  insure' 

Health* ^P^rT^  the  fUtUre'  aS  Der  ^solutions  on  Foot 
I6   th  aS/"bllC  Policy  and  P^gram  documents  from  the 
American  Public  Health  Association. 

?'   providftot'l  ir\StitUti0ns  Providing  inpatient  care  should 

of  Ine  Joint  Co   atriC  T*"   aS  Per  the  recommendations 
«L  1  V     Commission  on  Accreditation  of  Hospitals.   Where 

should  h^  ^^  Pr°8ramS  are  ±n  P^gress,  similar  quality 
should  be  maintained.  4    ^ 

8*   KSSnlr^  ^  a1}  l6VelS  and  Pr°8ramS  in  COnti— 
mg  education  should  be  developed  to  clearly  demonstrate  the 
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kind  of  foot  pathology  that  can  exist  and  demonstrate  approp- 
riate methods  of  care. 

9   Efforts  should  be  taken  to  permit  the  FDA  and  the  FTC  to 

control  commercial  foot  care  products,  which  are  recognized 
as  harmful  for  the  diabetic  and  patient  with  impaired 
circulation. 

One  area  of  treatment  deserves  a  significant  area  of  research  and 
study.   The  condition  is  the  diabetic  ulcer.   The  total  mechanics  of 
this  morbid  state  are  understood  except  that  new  concepts  are  needed 
in  the  area  of  treatment.   One  example  of  such  a  concept  consists  of 
the  use  of  physical  medicine  as  a  therapeutic  modality  to  improve 
the  local  vascular  supply  to  the  foot.   Modalities  that  are  now  being 
employed  include  whirlpool,  low  voltage  therapy,  reflex  heat,  and 
vasodilatation  and  appropriate  exercises.   This  method  has  demon- 
strated significant  clinical  improvement  and  many  times  eliminated 
the  need  for  inpatient  hospitalization  and  amputation. 
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11.   THE  PURIFIED  INSULINS  AND  THEIR  CLINICAL  SIGNIFICANCE 

John  A.  Galloway,  M.D. 


STATE  OF  THE  ART  AND  FUTURE  DIRECTIONS 

The  chromatographic  techniques  used  to  identify  proinsulin   thP 
Mo-precursor  of  insulin  in  the  beta  cell,  have  been  ^tllSed  to 
purify  insulin  for  the  treatment  of  diabetic  patients.   Specif Jcallv 
two  levels  of  purity  are  identified.   One   "single    k"  !        L 

sieSvUeinhaWshiaCh..:i  T  *T?~   cto~^«P^  foSTof  mo  ^lar" 
sieve,  has  a  single  peak."  This  method  markedly  reduces  the  content 
of  large  molecular  weight  materials,  which  in  rabbits  and  man  are 
immunogenic,  and  in  man  may  contribute  to  the  development  o?  i™!i  • 
liDoatronhv   "qpt"*  -■•„  on<*  .  ueveiopment  ot  insulin 

The  y ^f  ,fpi» \t     l9/°   lnSUl"n  and  ins-lin-like  materials, 

ine  purity  of  SPI  can  be  quantified  by  examining  its  proinsulin 

0n0lf7Uw/w°n  COntent>.^e  *"«r  ^ing  0.07%  w/w  and  the'  latter " 
U.015^  w/w  in  commercial  Lilly  insulin. 

BM"S,in8lJ  comPonent"  insulin  in  the  United  States  is  "SP"  insulin 
which  has  been  further  purified  by  DEAE  Cellulose  chromatography 
and  an  ion-exchange  method.   ("SCI"  is  comparable  in  purity  to  the 

insulin  m"POnent"  inSUli?-}   "SCIM  1S  *reat-  than  9  %  pure 
insulin   The  immunogenicity  (e.g.,  formation  of  antibodies  in  the 
serum)  m  patients  who  have  never  received  insulin  is  least  in 
those  persons  who  are  treated  with  "single  component"  pork  insulin 
gelif  h^  ^^  "T*  ^^  P'eparatL.  Le^e'SS^ 
genicity  of  "sinflf  PorcineI(P^parations.   However,  the  immuno- 
genicity of  single  component"  beef  insulin  can  be  reduced  bv  usi™ 
multiple  doses  daily  of  Regular  instead  of  Lente.   Very  preliminar? 
data  suggest  that  multiple  doses  of  "SCPR"  are  very  close  to  beW 
aon-immunogenic  and   therefore,  might  be  suitable^  use  in  a   § 
mechanical  pancreas"  for  the  treatment  of  human  diabetes   0n"e  of 
he  disadvantages  of  "SCPI"  is  that  with  present  technology  Tts   mfnu- 
acture  results  in  only  20-30  percent  of  the  units  used  afstarting 


fc  Abbreviations  Used: 

"SCIm  ~~  "sln8le  component"  insulin 
nSPI  ~~  "single  peak"  insulin 

"™t."  ~~  iisingle  c°mponent"  pork  insulin 
mi,  ~~  „sin8le  Peak"  Pork  insulin 
SCPR  —  "single  component"  pork  regular  insulin 
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"SPPI"  and  "SCPI"  have  been  used  to  treat  patients  with  allergy 
to  insulin.   About  75%  of  patients  with  local  allergy  to  mixed  beef- 
pork  insulin  will  improve  if  porcine  insulin  is  used    SC  is  usually 
less  antigenic  than  "SPI."   Fifteen- twenty  percent  of  patients  with 
local  allergy  to  insulin  react  less  to  beef  than  to  pork  insulin. 
Systemic  allergy  to  insulin  is  being  seen  with  increasing  frequency 
!nd  is  usually  managed  by  desensitization  followed  by  treatment  with 
"SCPI  "  Porcine  insulin  is  used  because  40-50%  of  patients  with 
systemic  insulin  allergy  have  serum  antibody  titers  to  beef  insulin 
clearly  in  the  range  compatible  with  immunologic  insulin  resistance. 
"SC"  is  used  because  the  quality  control  of  this  material  is  such 
that  desensitization  to  one  batch  usually  confers  desensitization  to 
subsequent  batches  of  material. 

Eighty-five  to  90%  of  patients  with  insulin  lipoatrophy  will 
demonstrate  filling  in  if  commercially  available  mixed  beef-pork 
"S?"  is  injected  In  the  affected  areas.   About  half  of  the  remainder 
will  respond  to  the  use  of  monospecies  pork  "SPI"  ^**» 
commercially  available.   The  remainder  respond  to   SCPI  it  treat 
ment  is  continuous. 

Studies  are  under  way  to  evaluate  "SCPI"  and  monospecies  sul- 
fated beef  and  pork  insulin  in  immunologic  insulin  resistance. 
Limited  data  suggest  that  "SC"  is  superior  to  "SPPI   m  this 
condition. 

Early  in  1973  the  FDA  permitted  U.S.  insulin  manufacturers  to 
market  their  products  as  U-100,  the  goal  being  to  eventually  phase 
out  U-40  and  U-80  insulin,  confusion  over  the  latter  two  dose  forms 
being  a  source  of  untold  dosage  errors.   Present  estimates  are  that 
the  numbers  of  vials  sold  are  equally  divided  between  U-40  U-80, 
and  U-100  insulin.   Clearly,  the  availability  of  a  disposable 
syringe  which  permits  the  accurate  administration  of  small  doses 
of  insulin  and  vigorous  educational  efforts  involving  physicians, 
pharmacists,  and  nurses  will  hasten  the  feasibility  of  discontinuing 
U-40  and  U-80  insulin  in  the  United  States. 
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12.   DERMATOLOGIC  PROBLEMS  OF  DIABETICS 
John  P.  Tindall,  M.D. 


STATE  OF  THE  ART  AND  FUTURE  DIRECTIONS 

Dermatologic  problems  in  diabetics  can  be  divided  conveniently 
into  three  categories:   (1)  those  which  may  be  seen  in  latent  dia- 
betics or  well-controlled  diabetics;  (2)  those  which  are  associated 
with  derangements  of  intermediary  metabolism  as  in  the  uncontrolled 
diabetic;  and  (3)  those  problems  related  to  the  therapy  of  diabetes 
such  as  lipoatrophy  from  insulin  injections  and  allergic  reaction  to 
oral  hypoglycemic  agents.   This  discussion  is  confined  to  the  first 
two. 


Clearly  the  microangiopathy  of  the  skin  predisposes  patients  to 
problems  in  the  first  category,  though  they  occur  in  non-diabetic 
people.   They  are  the  "atrophic  circumscribed  lesions  of  the  lower 
extremities   or  pigmented  pretibial  patches  (PPP)  first  described  by 
Medlin  in  1974  (1)    The  most  consistent  finding  in  the  capillaries 
of  the  papillary  dermis  is  a  thickening  of  the  wall  due  to  deposition 
of  periodic  acid-Schiff  (P.A.S.)  positive  material.   Although  not 
pathognomonic  for  diabetes,  focal  deposits  of  the  material  are  seen 
specifically  in  diabetes  (2,  3).   In  addition  to  the  vascular  changes, 
there  appears  to  be  a  change  in  the  dermal  elastic  tissue  in  pre- 
diabetic  patients  (4).   There  are  also  specific  changes  seen  in 
chronic  acidosis,  including  some  diabetics,  as  described  by  Smith 
and  associates  (5).   They  found  increased  elastic  tissue  staining 
in  patients  with  chronic  acidosis  of  various  etiologies.   It  would 
appear  reasonable  that  trauma  would  have  a  role  in  PPP  as  those 
dynamic  lesions  over  the  shins  appear  to  have  an  average  duration 
of  one  and  one-half  to  two  years.   Histologic  study  of  the  indi- 
vidual lesions  shows  the  vascular  changes,  but  also  alterations 
in  dermal  collagen  (6). 

Necrobiosis  lipoidica  diabeticorum  (NLD)  patients  show  carbohy- 
drate intolerance  in  about  60  percent  and  a  further  25  percent  show 
latent  diabetes  with  a  cortisone  stressed  glucose  tolerance  test  (7). 
The  changes  predisposing  to  the  development  of  these  lesions  would 
appear  to  be  primarily  vascular,  although  this  is  still  controversial. 
Connective  tissue  changes  follow,  as  the  collagen  is  markedly 
swollen  and  becomes  necrobiotic.   Then  inflammatory  reaction  appears 
consisting  of  histocytes,  multinucleated  giant  cells,  epitheloid 
cells,  and  inflammatory  cells,  and  later  the  fatty  accumulations 
within  cells,  giving  it  the  "lipoidica"  change.   Since  vasculature 
is  always  involved,  and  despite  the  controversy  of  the  association 
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and  the  etiology  in  NLD,  there  does  appear  to  be  a  relationship  with 
the  vascular  changes.   The  question  that  needs  to  be  answered  is 
whether  the  changes  in  the  collagen  are  the  result  of  the  underlying 
disease,  either  with  or  without  trauma,  or  whether  it  develops 
independently. 

The  therapy  of  necrobiosis  lipoidica  diabeticorum,  if  it  is  not 
ulcerated,  is  designed  to  reduce  inflammatory  reaction  with  topical 
steroid  preparations  with  occlusion,  Cordran  tape,  or  injections  of 
steroid  suspension  in  low  concentration.   Since  the  disorder  causes 
atrophy  of  its  own,  care  must  be  taken  not  to  produce  further  atrophy 
by  over-treatment  or  by  allowing  relatively  large  amounts  of  the 
steroids  suspension  to  persist  in  a  localized  area.   Care  of  the 
ulcerated  lesions  is  the  same  sort  of  routine  as  any  other  ulcerated 
area  of  skin  in  a  diabetic.   At  the  present  time,  the  treatment  is 
relatively  unsatisfactory  and  efforts  should  be  made  to  understand 
the  basic  vasculature  problems  of  the  microangiopathy  in  the  skin, 
but  also  to  look  at  the  connective  tissue  changes  in  pre-diabetics 
and  diabetics  with  and  without  acidosis.   Efforts  to  understand  the 
pH  of  the  skin  may  be  a  direction  that  technically  we  are  not  yet 
prepared  to  pursue,  but  which  may  hold  a  key  to  what  is  really  going 
on. 

In  the  second  category  associated  with  derangements  of  inter- 
mediary metabolism,  the  area  primarily  of  concern  to  the  dermatologist 
is  infections.   When  one  gives  a  close  look  at  the  sort  of  skin  infec- 
tions seen  in  increased  incidence  and  severity  in  diabetics,  it 
becomes  apparent  that  the  poorly  controlled  diabetic  has  considerably 
more  trouble  than  the  well-controlled  diabetic.   It  also  becomes 
apparent  that  the  kind  of  infections  in  these  individuals  are 
opportunistic  in  nature  and  represent  overgrowth  of  what  one  would 
consider  normal  flora.   With  antibiotics  the  severity  of  staphylo- 
coccal problems  is  greatly  lessened  now  than  in  former  years.   It 
would  seem  pertinent,  however,  that  about  20  percent  of  cases  of 
diabetes  are  discovered  as  a  result  of  septic  skin  lesions  and  it 
has  been  recently  found  that  diabetics  requiring  insulin  carry 
Staphylococcus  Aureus  in  the  anterior  nares  more  frequently  than 
well-controlled  diabetics  and  non-diabetics  (8) .   It  continues  to 
be  controversial  as  to  how  much  benefit  the  antibacterial  soaps  are 
in  these  individuals,  but  no  one  questions  the  need  for  continued 
daily  good  hygiene.   Continued  research  in  mechanisms  which  allow 
uncontrolled  diabetics  to  have  this  overgrowth  of  normal  flora  and 
their  inability  to  control  this  flora  is  certainly  needed.   It  is 
interesting  in  Drachman  and  associates  work  (9)  that  the  impaired 
phagocytosis  in  diabetic  rats  seemed  associated  with  hyperosmolarity 
of  serum  resulting  from  hyperglycemia  and  required  a  situation  where 
leukocytes  were  crowded  together  in  an  inflammatory  exudate. 
Enhancing  the  host  response  in  situations  such  as  recurrent 
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furunculosis  may  be  more  possible  with  the  appearance  of  LevamisolP 

zpzz.  5=2-:  stsrsr-s*™ 

reflect  SlT**   ^   i  ^  C°ntr01  °f  ^^  albicans  infections  also 

ntne  market  as  broad  spectrum  antibiotics  —  2%   Miconozole 
(Mrcotrn  Monistat)  and  Clotrimozole  U   (Lotrimin)  (12  and  13)   Th«„ 
agents,  because  they  are  broad  spectrum,  make  It  somewhat  less' 

STalbica  :nt"LUonr:ta^isfan^i1Sia  ^ *^  ^   °f 
Micono^  ^tiso-la? Jre^ratio^-0"^-  ""*» ^  * 
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13.   FUTURE  MODALITIES  IN  TREATMENT  —  AN  OVERVIEW 
Harold  E.  Lebovitz,  M.D. 


If  new  modalities  of  treatment  for  diabetes  mellitus  are  to  be 
developed  several  fundamental  questions  concerning  the  nature  of  the 
disease  must  be  answered.   Is  diabetes  mellitus  a  single  disease  or 

are1  imilar"eSHo°w  d"1^  d±SOr<ierS  "h°8e  Cl±nlCal  -nifesta  Ions 
are  sxmilar?  How  do  environmental  factors  precipitate  the  clinical 

disease  in  patients  who  have  the  genetic  defect (s)?  Which  of  the 
disturbed  "mpllCatlonf  °f  di^etes  mellitus  are  related  to  the 
disturbed  glucose  regulation  and  which,  if  any,  are  independent  of 


Basic  science  advances  in  the  last  decade  have  redefined  our 
understanding  of  the  complex  biochemical  and  hormonal  regulation 
involved  in  carbohydrate  and  lipid  homeostasis.   Figure  1  schemati- 
cally depicts  the  important  features  of  this  regulation  and  indicates 

alTe  a-tioUn  or"*  bV,"^  °f  ""*""  ■"«  W  leaf  t a " 
Hl-h.f    °f  carbohydrate  and  lipid  metabolism  which  we  would  call 
,»»H    ^t  S-      Chara<=terization  of  such  defects  in  man  could 

lead  to  defining  subclasses  of  diabetes  mellitus  which  might  allow  us 
to  associate  specific  types  of  biochemical  defects  with  speciric 
clinical  courses  of  disease  progression.  specific 

The  same  schema  can  be  used  to  conceptualize  the  development  of 
therapeutic  agents  that  could  correct  the  metabolic  defects  or 

to  r  at  oiabetes'  ^^   lnSUlin  PeP"deS  COuld  ^  developed 
to  treat  diabetes  mellitus  more  effectively  than  the  currentlv 

by  H  E  Lebo"1:1  "r11"8  {S6e  InSUlln  Synthesls  a"d  In"ulinyAnalogs 
Mellitus)   aJ",:  FOBi?Z   ^'"national  Center  Report  on  Diabetes  * 
Mellitus)   Agents  could  be  developed  that  increase  insulin  secre- 
tion (see  Drugs  Enhancing  Insulin  Secretion  by  H.  E.  Lebovitz 
Fogarty  International  Center  Report  on  Diabetes  MeHUus^  Simi- 
larly hyperglycemia  can  be  corrected  by  drugs  that  interfere  with 
hepatic  glucose  production,  activate  insulin  receptors  simulate 

with  lV?t°n   Wlt?in  C6llS'  p°tentiate  insulin  action^or  interfere 
with  the  actions  of  insulin  antagonistic  hormones  such  as  glucagon 
growth  hormone,  etc.   The  development  of  new  drugs  which  a       1 
such  mechanisms  is  exemplified  by  somatostatin  which  is  an  agent  * 
inn  h?tCrSaT  "^S1^"  »  diabetic  patients  probably  by 
inhibiting  glucagon  secretion.   While  somatostatin  will  probably 
not  be  a  useful  drug  because  of  the  lack  of  specificity  of  its 
action  and  its  possible  toxic  effects,  it  does  provide  a  model  com- 
pound which  proves  that  agents  other  than  insulin  which  afreet  t" 
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various  sites  in  glucose  regulation  are  potentially  useful  in  the 
treatment  of  diabetes  mellitus. 

An  area  in  which  the  development  of  new  modalities  of  treatment 
will  be  extremely  important  is  that  relating  to  the  prevention  of 
diabetes  mellitus.   Current  concepts  suggest  that  diabetes  mellitus 
is  a  disease  which  has  a  genetic  basis  but  is  precipitated  by 
environmental  factors.   Little  is  known  relative  to  the  mechanisms 
by  which  environmental  factors  precipitate  the  disease.   Nutrition 
and  eating  patterns  are  important  as  the  incidence  of  adult  onset 
diabetes  mellitus  increases  in  societies  with  Western  culture  diets 
and  is  markedly  increased  in  the  obese.   Agents  which  can  influence 
the  hypothalamic  control  of  eating  and/or  modify  hypothalamic  centers 
that  influence  glucose  regulation  offer  very  promising  means  of 
decreasing  the  incidence  of  adult-onset  diabetes  mellitus.   Several 
recent  studies  (Craighead  —  Diabetes  Excerpta  Med.  Int.  Congress 
Series  312,  1974  pages  287-291  and  Gamble,  et  al  ibid  pages  321-328) 
raise  the  possibility  that  some  cases  of  juvenile  onset  diabetes 
mellitus  may  be  the  result  of  viral  infection  of  the  islets.   If 
viruses  do  cause  some  cases  of  juvenile  onset  diabetes  mellitus 
then  the  isolation  of  the  virus  and  the  production  of  a  vaccine 
could  eliminate  these  cases. 

If,  as  most  studies  suggest,  the  long  term  complications  of 
diabetes  mellitus  are  related  to  the  hyperglycemia,  several  ap- 
proaches are  available  to  eliminate  the  complications.   Ideal  main- 
tenance of  the  blood  glucose  level  in  insulin  deficient  states  could 
be  achieved  by  an  effective  artificial  pancreas  or  islet  cell  trans- 
plantation.  Many  technical  and  biological  problems  remain  to  be 
solved  before  either  procedure  can  be  a  useful  one  for  the  treatment 
of  patients.   The  artificial  pancreas  will  need  to  be  miniaturized 
and  made  error-free  before  the  treatment  of  ambulatory  patients  will 
be  possible.   Islet  cell  transplantation  carries  with  it  all  of 
the  problems  of  tissue  rejection  which  have  not  been  solved  for  other 
organs  yet.   In  addition,  there  is  the  question  of  the  nature  of  the 
neurogenic  control  of  the  pancreas  and  if  denervated  islets  in  man 
will  be  able  to  function  normally. 

Some  studies  indicate  that  hyperglycemia  may  cause  destructive 
changes  in  the  lens  and  peripheral  nerves  by  causing  the  intracellu- 
lar accumulation  of  sorbitol.   Aldose  reductase  inhibitors  can 
inhibit  the  conversion  of  glucose  to  sorbitol  and  perhaps  prevent 
the  complications  even  if  the  hyperglycemia  of  diabetes  is  not 
corrected  (Gabbay.   New  Engl.  J.  Med.  288:  830-836,  1973).   Thus 
there  is  the  potential  for  therapeutic  agents  which  do  not  lower 
the  blood  sugar,  'but  prevent  its  deleterious  chronic  effects. 
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horizon       Thi^Yf  .treatment   f°r  "abetes  mellitus  are  on  the 
appl  cahnu;36  C  areeaSlirde  ^/f  ""*  ""*  haVe  S»ec«^ 
the  last  two  decides  and  a,l        ,,Ved  fr0""  th£  reSearch  effo"«  <* 
their  tinai  -S^X^^LS*^:"1"--  ~*  *« 
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FIGURE  LEGENDS 


Figure  1  --  Biochemical  defects  that  could  cause  the  carbohydrate  and 
lipid  abnormalities  associated  with  diabetes  mellitus.   Defects  1,  2, 
and  3  are  associated  with  decreased  release  of  insulin  from  the  pan- 
creas  In  defect  1,  insulin  secretion  is  impaired  because  the 
stimulatory  release  mechanism  is  disturbed.   In  defect  2,  release 
is  impaired  absence  of  the  presence  of  agents  that  inhibit  the 
secretory  process.   Defect  3  is  absence  or  abnormal  insulin  synthe- 
sis so  that  the  pancreas  does  not  contain  any  normal  insulin  to  be 
secreted.   Defect  4  is  failure  of  the  liver  to  respond  to  insulin. 
Defect  5  is  excessive  destruction  of  insulin  either  m  passage 
through  the  liver  or  circulatory  system.   Defect  6  is  an  abnormality 
of  the  insulin  receptor  so  that  insulin  does  not  bind.   Defect  7  is 
failure  to  generate  a  secondary  messenger  after  insulin  attaches  to 
the  receptor.   Defect  8  is  failure  of  the  generated  intracellular 
messenger  to  effect  the  appropriate  response  inside  the  cell. 
Defect  9  is  antagonism  of  insulin  action  by  other  hormones,  and  is 
probably  due  to  events  caused  at  sites  6  to  8  by  those  hormones. 
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APPENDIX  B 
ANALYSIS  OF  DIABETES  CONTROL  TASKS  AND  FUNCTIONS 
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1.   TEAM  CARE 

Presented  by 
Maria  T.  Alogna,  R.N. 


diabetes,  the  Jl'enl' sTol^Tct   wS^dl??^  diS6aSe  SUCh  " 
actively  functioning  in  Q«-4»*.    j  u    altered  (D;  he  is  usually 

everyday  life   LTso  he  mus  "becl   T  ^  h±8  treatment  t0   his 
ment  of  his  disease   Health  r       actively  involved  in  the  manage- 

and  skill,  canno^assuL  his'role  foHh:'  re?ardleM  °f  their  Pledge 
hi,  in  the  major  role  he  ^tT^^^S^^LSST  ^   "" 

regul"eeth:ir^tivitrin^trtn:irLt^d0  *?*   ™  «*"  *"- 
and  even  alter  their  insulin  «1«  !"  ^sulin,  choose  their  diet  wisely, 

these  activities  in  a  nrooPr  T, 8  t0  the±r   OWn  needs'   To  ca^y  out 
well  informed:  con"inuLTLtivatLSPOnSfle  """""^  the  Patient  must  be 
knowledgeable  health  caL^ea^Und'^  SUPP°rfd  ^  an  interested  and 
Plications  of  diabetes  such  as' hJ£2?     ^  COnditions>  the  acute  com- 
if  not  completely  eliminated "*  ^P°^Ceinia  and  acidosis  can  be  partially 
diet  alone  must  be  fuTlv  info™^   ?! Kpatlfnt  wbo  *■  controlled  with 

their  application  i ^  weight  lo"  and  suLef  "l^*  ^  diet  ^^  and 
is  expected  to  be  achieved.  SS  °f  reachln8  ideal  body  weight 

In  education  and  treatment  of  the  diabetir   m,0     i 
the  related  health  fields  form,  t-hlt   diabetlc>  the  overlap  into  many  of 
health  team  as  we  know  it  todav  )     ^ndatl™  for  use  of  the  diabetes 
Physician,  nurse,  dieti an  podiatrist'Ld   Tl^  ?*   ^^  th& 
other  health  professionals  whJch  are  n^deS  and"   7^^  primari1^  and 
the  medical  team  as  it  has  been  known  i 'the  £>?-*  let   ^  ^^ 
fessional  caring  for  a  passive  patient  (7)        ?hf   ,  ™   Pr°" 

recognized  member  of  the  health  rllt  I  ,.,  patxent  must  become  a 

only  be  met  if  he  is  inf ormed  IS         (5) *   HiS  health  Care  needs  can 
interested  health  professionals   CoTT^^  ^^eable  and 
adversely  if  he  is  not  an  act ive  n  hlS  diS6aSe  Wil1  be  affected 

active  participant  in  the  management  and  care. 

Each  team  member  must  be  aware  of  hie  ™iQ   A 
well  as  of  others  and  how  they  are  ifterrelarpd  ?  resPonsibilities  as 
of  the  health  care  plan.   There  sho^rf  hi   !i    ^^  the  obJectives 
cation.   The  multidLcipline  aooroar  H    T Uf   r6SpeCt  and  °Pen  communi- 
and  this  logically  and  lewllv  iTT    •    ^   leadershiP  and  coordination 
delegate  toothe/team  members  with  TS     ^  ^  ph^sician'  He  must 
study,  and  experience  oft     health  ToV^^11™   °f  the  skllls> 
combined  and  coordinated  effort  of ^  P^ofessio"als-   "  is  only  with  a 
Patient  and  family,  that  g^lTarf  SL^cT SJS^  *" 
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The  physician  providing  primary  care  has  little  or  no  time  for 
patient  education  or  dietary  instruction   Studies  have  de -nstrated 
that  patient  knowledge  of  adherence  to  diet  is  inadequate  and  their 
performance  of  necessary  skills  is  often  suboptimal  (11,6.   Many  of 
the  deficiencies  of  this  conventional  system  can  be  remedied  by  es- 
tablishing an  interdisciplinary  team,  combining  long-term  Physician 
management  with  on-going  nurse  supervision,  dietary  counseling  and 
access  and  referral  to  an  expanded  team  when  needed  (6).   When  health 
professionals  and  patients  are  actively  working  with  and  supporting  one 
another  the  quality  of  health  care  improves,  patient  satisfaction  in- 
creases  health  care  costs  decrease,  and  there  is  maximum  utilization  of 
many  combined  years  of  study  and  experience  of  various  health  pro- 
fessionals! AYteam  approach  can  be  said  to  be  the  most  effective  means 
to  deliver  health  care  and  meet  health  care  needs  of  any  defined  popu- 
lation  The "mpact  it  has  is  reflected  in  our  own  setting  in  decreased 
admissions  for  ketoacidosis  and  hypoglycemia  ^a  reduction  in  the 
number  of  amputations  (a  decline  of  20%  from  1973-1974)  (2). 

The  need  and  use  of  teams  at  various  levels;  primary,  secondary,  and 
tertiary;  will  vary  and  will  be  dictated  by  the  characteristics  and  needs 
of  the  population  they  serve.   A  physician  delivering  primary  care  in  a 
group  practice  who  has  access  to  a  nurse  clinician  in  diab etes>  * 
nutritionist,  and  other  specialists  in  the  community  contrasts  sharply 
with  the  general  practitioner  in  a  rural  area  working  alone  or  with  only 
1   clerk-rLeptionist.   The  patients  in  each  situation  can  be  assessed  to 
have  similar  needs,  yet  the  means  to  achieve  those  needs  are  confined  or 
restricted  by  the  circumstances  and  must  be  adapted  so  as  to  be  realis- 
tically achieved.   To  a  great  extent,  it  would  seem  logical  to  use 
existing  resources  in  both  areas  to  accomplish  the  same  objectives.   This 
may  be  the  skeletal  team  of  a  physician  and  public  health  nurse  alone  in 
tte  rural  area  with  access  to  a  university  setting  for  selected  occasional 
referrals  and  consultations.   Perhaps  the  use  of  mini  teams  to  go  out  to 
the  rural  settings  from  a  "model"  center  to  consult  and  assist  may  be 
necessary  and  feasible.   However,  the  question  must  be  answered  of  the 
rural  physician  who  gives  diabetes  a  very  low  profile  and  does  not  think 
it  as  necessary  to  use  the  services  of  a  public  health  nurse  and  may  re- 
sent the  interference  of  the  consulting  team.   How  can  he  be  made  aware 
of  the  importance  of  the  team  approach? 

If  an  existing  program  is  hospital  based,  this  may  be  the  place  to 
begin.   It  must  not,  however,  exist  and  serve  only  hospital  patients. 
Patient  needs  extend  beyond  hospitalization  and  therefore  the  hospital 
must  provide  follow-up  and  must  extend  into  the  community.   To  do  this, 
the  needs  of  the  community  should  be  studied  as  well  as  resources  in  the 
community^   Organizational  structures  already  established  within  the  com- 
munity can  give  a  tremendous  boost  as  cooperative  partners  in  Providing 
health  services  (8).   If  a  program  is  sensitive  to  the  needs  and  demands 
of  that  community,  it  will  very  likely  be  accepted  by  it.   It  will  pro 
vide  the  mechanism  for  the  introduction,  understanding,  and  acceptance 
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specialist  care  is  rell^      Tertiary  in  that  it  is  an  extension  of 
called  upon  to  consult  edncat!    ?"*  ^-^   te™  and  th<^  «*  b* 
closest  to  the  t^kld^L^Z^v^^\l^^cT   " 

i^st^S'tni  zjtt£i££z£  srery  %^-«~. 

xxy  ill  W.   I  thlnk  thls  ^y  be  applied  here> 

of  the^nea^frproles^io^als^rthe  T"  W  """  6dUCatl°"  and  <«^8 
the  patient  can  occur ™  tL  to  5eam'  bef°re  education  and  training  of 

lack  of  knowledge  of  diabetes  of  Lh  T""1-   "^  ls  evid«"=^d  by  the 
dietitians,  demonstrated  by  EtzwUer  and  perSOt\ne1'  d°Ct°rS>  nurses.  and 
tests  (4).   Patients  will  never  be  well-infold  "l  "'  "^""^olce 
health  professionals  on  the  team   TM«  lnfo™ed  unless  »*  begin  with  the 
observations  when  searching  for  ;„      T    "d  t0  be  true  in  our  °™ 
not  educating  patients   I?  w«  f  T"  fy  lnPatlent  «aff  nurses  were 

what  to  teac?,  Pwhl  Others    1^  0°  e!  '  °™  J"?  °'  kn°Wledge  °f 
Nurses  and  dietitians  attend™   f-   ^    '  mlslnfo™od  patients. 

in  the  Emory-CrtadyaDnLbett:sdSnftathr:ughaay  STl^Tc^   """"^ 
ment  of  Human  Resources  ar»  „,-„  „  j       S      rom  the  GeorSia  Depart- 
multiple-choice  test   The  J      f   P°st-tested  with  a  55-question 
improved  from"  mean"pre  e  t  s'ore  of  feT  "*  l"  ""^  "*   dle""-s 
post-test  score  of  47Pcorrec  questions   MosTol  IZ       T   '°   *  """ 

and  c^plittLr^rmost0™1  H"*  X^SE^^^ 

team  of^^^i^L^^^^'.Tl  V*™  * 
This  points  out  the  iMDOrtm„  J     evaluating  and  educating  patients. 

ment  programs  for  IZZTeTs         ""*"   t0  m°delS  °f  teaChln«  and  '«^ 

they^'a'cX'lisrilttle^r1^3"  '"^   3S  tM» »•  Wa  ha-  E°™d  that 
agencies.   There  must  be  leader*"  ?™  J*6"  ^  rBtUrn  t0  thelr  "^h 
efforts  and  inconsistencv  to  »n   P  J°  thelr  Settlng  to  Prevent  fragmented 
diabetic  patients   S  "n  °  '"  T  ^  ?°  educatl°"  ™d  treatment  Sf 
Current  Methods  to  D^W^T      d"titians  who  have  attended  our 

will  be  able  to  ^jLh'wST"^^^!!8^  ?<™  ia  wh"  ^ 
Physician  support  or  someone  to  orgltoe  the  ef  ort'  Settln8S'  "^ 
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The  needs  and  problems  of  the  population  to  be  served  need  to  be 
analyzed  in  order  to  structure  the  treatment  and  education  program  for 
those  patients.   A  diversity  of  approaches  will  be  necessary;  very 
likely  one  pattern  will  not  be  found  to  meet  the  needs  of  all  patients 
at  all  levels  (3) . 

Once  a  team  has  been  designated,  the  value  of  team  conferences  to 
the  overall  plan  cannot  be  overemphasized.   It  is  during  these  conferences 
that  goals  can  be  set  (involving  the  patient)  and  team  members  may  accept 
the  responsibility  for  implementing  the  plan  and  evaluating  the 
progress  (10).   Provisions  should  be  made  for  some  mechanism,  whatever 
works  best,  for  a  formal  method  of  communication  as  ongoing  treatment  and 
education  is  conducted.   Team  members  need  to  document  what  has  been  done 
in  order  to  evaluate  their  efforts  later  on. 

There  will  be  times  when  it  will  be  necessary  for  the  expanded  team, 
and  this  may  be  of  the  primary,  secondary,  and  tertiary  level  to  meet 
and  formulate  guidelines  and  protocols  for  identified  problems.   This 
proved  to  be  extremely  valuable  to  our  own  team  when  we  consulted  with 
Dr.  Paul  Brand  at  the  USPHS  hospital  in  Carville,  Louisiana,  who  has  ^ 
worked  for  years  with  lower  extremity  lesions  in  patients  with  Hansen  s 
Disease  (leprosy) .   Our  purpose  in  going  was  to  consult  with  their  team 
regarding  an  amputee  protocol  for  prevention  and  rehabilitation.   We  went 
as  a  team  of  primary  care  physicians,  nurses,  dietitians,  podiatrist, 
social  worker,  physical  therapist,  shoemaker,  and  vascular  and  orthopedic 
surgeons.   The  initial  seminar  and  discussion  of  the  problem  led  to  con- 
tinued meetings  of  the  core  amputee  team  when  we  returned  to  develop  the 
program  and  regular  amputee  rounds  with  the  vascular  surgeon  and  others. 
I  use  this  as  an  example  to  illustrate  the  type  of  team  care  which  can 
only  result  in  improving  quality  of  health  care  delivered  to  diabetics. 
Its  effectiveness  will  be  measured  by  the  continuing  audit  of  amputations 
being  conducted  by  the  podiatrist  and  surgery  diabetes  teaching  nurse 
and  the  possible  prevention  of  many. 

This  again  points  out  the  need  for  teams  to  study  the  problems  of 
their  population,  consult  with  experts  in  the  field,  devise  and  implement 
a  plan  of  action  which  best  suits  their  population  and  evaluate  its 
effectiveness  continually. 

Assessment  of  team  care  may  be  measured  by  success  in  reaching  ob- 
jectives of  the  care  and  education  program,  identifying  problems  and 
solutions  in  implementation  of  the  plan,  and  documenting  improved  quality 
of  health  care  —  perhaps  in  terms  of  decreasing  acute  complications  and 
hospital  admissions.   When  the  team  providing  the  education  is  also  pro- 
viding the  primary  care  (which  seems  ideal),  it  becomes  easier  to  measure 
these  parameters.   Teams  providing  education  alone  have  found  it  difficult 
to  measure  more  than  patient  knowledge.   It  can  be  said  that  a  team  is 
functioning  at  its  best  if  they  are  meeting  the  needs  of  the  group  of 
patients  they  serve. 
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descr-be^^rL     a  n^^\r;  wthaYetthitsCOnCePt,°f   'T  ""  ^ 
Tagrnt  of  the  diaLt"  ^ienrL^tT^^^^^'^ 

to  lit   Sdi^t6d   ^^  Vari6d  W^hes   and   systems  mus The  d     e  d 

to  meet   the  diverse  needs  of  patients  at  all  levels  of   care-      primal 
secondary,    and   tertiary.  e*      primary, 

I  would  like   to   thank  the  Commission  for   the  opportunity   to  make 
this  presentation   today.  '      °  make 
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A  DEFINITION  OF  THE  VARIOUS  LEVELS  OF  MEDICAL  CARE 


Source 


Section  57.2202 


39  Federal  Register  28,  7/30,  August  9,  1974. 

Definitions,  paragraph  j,  Primary  Care: 


l,till  Primary  Care  means  the  Provision  of 

health  services  characterized  by  the  delivery  of  first 
contact  medicine,  the  assumption  of  longitudinal 
responsibility  for  the  patient  regardless  of  the 
presence  or  absence  of  disease,  and  the  integration  of 

carePtoSthf  l'-PSrh°i°\iCal  ***   S°C±al  aSPects  of  health 
care  to  the  limits  of  the  capability  of  the  practitioner 

the"  ?ieridTy  thiVeCtion'  P^-ry  care  shall  include 
the  fields  of  general  practice,  family  practice  general 
internal  medicine,  general  pediatrics^  and  generaf 
obstetrics  and  gynecology. 

mLt^  issr £rom  the  BuLau  of  sss'-^-^s^rss. 

./Secondary  care_/.  .  .  may  be  defined  as  a 
resource  to  health  professionals  in  the  primary 
(or  tertiary)  care  sector.   Patients  enter  it  by 

lttel7,    '   ^Ving  UnUSUal  °r  COmPlex  Problems  which 
are  often  diagnostically  and  therapeutically 
poorly  defined.   The  knowledge  and  techniques  of  the 
consultant  sector  are  intermediate  in  generality 
and  breadth.   Characteristically,  they^orieLed 

healthTSYrOCr  °f  iUneSS  (rather  than  to 
onlv  rl:      ?eC°nda^  Care  generally  involves  not 
only  the  classically  educated  specialist  but  also 
the  subspecialist. 

For  completeness,  tertiary  care  is  defined  as  a 
resource  to  the  primary  and  secondary  care  sector 
Patients  enter  it  by  referral,  because  of  the 
complexity  of  diagnosis  and/or  treatment.   Tertiary 
care  services  are  accommodated  at  the  frontier  of 
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scientific  and  therapeutic  advancement  and  are 
closely  linked  to  biomedical  research  and  its 
application.   Because  of  their  nature,  such 
services  are  often  regionalized  and  require 
specialized  equipment  or  highly  specialized  teams 
of  health  workers.   When  a  distinction  is  made 
between  primary  and  specialist  care,  both 
secondary  and  tertiary  care  are  included  in  the 
latter  category. 


■ 
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DIETARY  MANAGEMENT  IN  THE  TREATMENT 
OF  DIABETES  MELLITUS 

Presented  by 
Mary  Ellen  Collins,  R.D. 


Dietary  control  of  diabetes 
following  reasons: 


is  considered  important  for  the 


1.  Minimization  and  Drpvpnnnn  ~f 

controlled  diabetes  symptoms  accompanying  poorly 

2.  Achievement  and  maintenance  of  id^al  k„,i™    ■   u 
adequate  nutritional  <«-"  dy  Weight  throu8h 


intake. 


3. 


Regulation  of  blood  sugar.   Limitation  of  the  effect,  n 
abnormal  carbohydrate  and  lipid  metabolism  -  al  ho'h 
is  discussion  on  the  ranpP  „f  *„„_*._,_-._  ,   .  axcnough 


called  normal  values 


the  range  of  acceptable  deviation  fr 


f 
there 


om  so 


'  iT^le^ZtlV^t^^ .eX°<~  --lin  or  oral 
agents,  thereby  placing  additional  t^sZ   in"  ^S^ncrol 

base^ftLmur:tio^r:dJu:plde::cnr^:r  i  r  dietary  *«■-****»  is 

scription,  the  dietitian   ,         ,   formulating  a  dietary  pre- 
=onsider  normal  nutrition  needs     ""  Wlth  the  d°Ctor'  should  «rs. 

1-   Normal  Nutritional  Needs 


should  be  consumed  onTreguLrtsir"5'  °f  f°°d  "*»* 
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2.   Calories 

a)  In  the  insulin-dependent  diabetic,  caloric  level  is  set 
to  assure  achievement  and/or  maintenance  of  ideal  body  weight. 
In  the  young  insulin-dependent  diabetic,  adequate  calories 
should  be  provided  to  support  normal  growth  and  development. 
Day-to-day  consistency  of  caloric  intake  is  necessary  to  provide 
substrate  for  the  prescribed  insulin  dosage.   Caloric  needs 
must  be  adjusted  according  to  energy  expended  in  physical 
activity. 

b)  In  the  adult-onset,  obese,  noninsulin-dependent  diabetic, 
a  hypocaloric  diet  is  necessary  to  promote  weight  loss.   In 
the  adult-onset,  normal-weight,  noninsulin-dependent  diabetic, 
an  isocaloric,  balanced  diet  is  prescribed.   In  other  words, 
overweight  people  eat  less  —  normal  weight  people  eat  enough 
to  maintain  weight. 

3.  Distribution  of  Carbohydrate,  Protein,  Fat  Ratios  in  Meals 
and  Snacks 

In  insulin-dependent  diabetes,  even  distribution  of  carbo- 
hydrate, protein,  and  fat  is  recommended.   In  adult-onset, 
noninsulin-dependent  diabetes,  even  distribution  may  be 
desirable  but  not  crucial. 

4.  Simple  Sugars 

Simple  sugars,  or  "concentrated  sweets",  refer  to  the 
monosaccharides  (e.g.,  glucose,  fructose)  and  disaccharides 
(e.g.,  sucrose,  lactose)  occurring  in  many  commonly  consumed 
foods  and  beverages.   Such  items  include  table  sugar,  honey, 
molasses,  candy,  and  carbonated  beverages.   "Rapid  absorption 
of  simple  sugars  should  be  avoided  because  of  associated 
hyperglycemic  peak".   This  peak  would  refer  to  the  question, 
"What  is  an  acceptable  range  for  blood  sugar?"  —  "Does  a 
hyperglycemic  peak  make  a  difference?"  These  questions  must 
be  discussed  by  the  doctors,  nurses,  and  dietitians  caring 
for  and  teaching  patients  and  families. 

5.  Frequency  and  Timing  of  Meals  and  Snacks 

In  general,  regularly  spaced  meals  and  snacks  are  recom- 
mended.  Of  first  importance,  is  recognition  of  a  meal  pattern 
based,  as  much  as  possible,  on  an  individual's  usual  lifestyle. 
If  exogenous  insulin  is  required,  the  dosage  should  be  adjusted 
according  to  one's  established  habits,  or  irregular  habits, 
such  as  those  of  an  adolescent,  shift  worker,  entertainer, 
like  Mary  Tyler  Moore,  or  athlete  Bobby  Clark. 
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6-   Complicating  Medical  Probl 


ems 


must  Include  appropriate  modlf icatlons?         Ptescrrption 


7. 


Cholesterol  and  Saturated  Fats 

A  moderate  reduction  of  total  cholesterol  and  saturated 
depenLTroetlcs^  '"*  ^^P— »t  and™ Insulin- 

consllraTrnen  LdlvLa^  ^Patient"  t  "?*> 

slble.      This  conceit  tt  ""£  JS^'  d±etf  ^  '«<**»*  P«s- 

in  dietetics,   described  in  an  »rri    ,      ■      \  C6S  Stern>   a  P^neer 

Medical  Association     w?»  V  V"  the  Journal  °*  the  American 

in  the  oufpaieit  department  of8trtp°dS  """  "^  "rlved  Migrants 
outside  thePhospital)!n  this  article"  M^  Mspensa^  <als°  regulation 
modification  lo  food  h»Mt.  if.  '  S  Stern  reP°«ed   that  a 

teaching  incorporate ^  us^ly^^Toy'thft,  "t^  "^  t^ 
setting.      Miss    Stern  arfvnr^od  Y  Patient   in  his  home 

and  educationalStoolYsuC°haasdf ITZIV'  „£?££   ^h1"8  meth°dS 

developed  a   soohi<;M>a^^   o  *  s'      blnce   1927,   we  have   seen 

based  on   the  familiar  Li!!       V  wel1  done  Plctoral  handbooks 

and  American  Dietetic  assoc^t/  Sk^6"  "y  the  Amerlcan  tabetic 

1950 's  and  ^eTeZeZ^Tl'f  ^"fU"'  "•"  deVel°Ped  ln  tha 
From  teaching  materials  Variable   todav     It  17,7*™°?  ^^ 
been  a  concerted  effort   f„  „,  y,'  ould  seem  that  there  has 

the  patients       Th  if  °f  J°  ?     "".   teachln«  a«=  easily  understood  by 

fication  of  it  Is   the  answeT"!  a  *'  eXChange  SyStem  or  a  ~di" 

degree  of  literacy  '  ln  m°St   CaSes>   a"™ing  a  certain 

teachinTe'fforts  haThee^  ShTa™  "„?°  "*  kn0"  h°"  «««=««  our 
mean  process  or  *J    object!^     it   -^  ^^  ■ean?     D°es  lc 
lag  the  quality  0f  health  care       L        «   fre"uentl>'  asked   In  evaluat- 
across  --  explained  \l'  k   °       eflectlve  mean  »*  S«   the  message 

-dings   in  a  ^^-^^^JS^ 

reviewTdWesterefersfto    £,"   f^"  T  ^    ^^  V^2      *"   ** 
effectiveness  of  dietary  control     T'f"  QU°ted  StUdl6S'    c°-«ning 
Supplement  of  the  National  Hel°^   c  *"  StUdy  ls   the  Diabetes 

one  Matronal  Health  Survey  published  In  1968.3,   4 
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t  „„„te  nr  West  "It  was  found  that  22%  of  diabetics  stated  that  they 
e°  v   'g    'a  oiet  for  theit  diabetes,  another  25%  had  received  a 

diet  but  safd  they  did  not  follow  it  -   l"""'"*^^.  and 
-,.,*.     <-Q  Qar,  QMilh   the  nutrition  consultant  ot  Diabetes  ana 
Uthr  ti  U  nt  "  Program  National  Center  for  Chronic  Disease  Control, 
tho  refers  to  the  same  study,5  "77%  reported  having  received  a  diet, 
but  only  about  3/4  of  these  said  they  had  been  taught  to  use  it. 
It  is  interesting  to  see  how  we  look  at  statictics  differently. 

Sara  Stulb  notes  that  in  the  survey  that  26%  had  good  knowledge 
bara  scuid  uul  „ai„r-iP«5   This  eroup  was  found  to  have  a 

82%  had  an  understanding  ^"l^1"^1^^^.   Ninety  percent 
higher  educational  ^jL^Vse  ^r  diet.   Twenty-six  percent  taught 
of  this  group  were   »  <*|£        then  yconcludes>  dietitians 

aL'th"  ^rte   er  .P  TMs1::  -beSa  valid  conclusion  but  does  it  mean 
ttat  a  person  who  doesn't  know  the  exchanges?  is  not  eatrng  well  or 
caring  for  himself  adequately? 

In  taking  a  closer  look  at  the  National  Health  Survey,  Dr.  Glen 

i    ITZ        For   example      the   data   indicated   that  most  persons   with 
Setes^   electors'    offices   for   care  ^-^eyesVur  ng 

i^zTzr^  ill  "t::z  :^"^^«^^- 

Anotner  finding  nowed  the  distribution  of  family  income  and  education 
to  toe  diabetic  population.   Many  patients  come  from low  income 
c      •-.•      inn„,  hfllf  of  those  who  were  interviewed  indicated  tnat  rney 
were  fr  m  ffmieswtn  an  income  below  54000  per  year.   This  compares 
Tith  approximately  one  fourth  of  the  general  population  who  come  from 
This  income  group.   In  terms  of  prevalence,  the  rate  of  diabetes  in 
families  with  annual  incomes  under  $4000  is  twice  that  among  families 
with  incomes  of  $4000  or  more. 

Another  consideration  is  that  50%  of  those  ^"f?**^?* 
less  than  a  ninth  grade  education  and  14%  less  than  a  fifth  grade. 
Th   leans  that  literature  written  on  a  fifth  grade  leve  may  no  be 
understood  by  14%  of  the  adults  with  diabetes  and  that  literature 
written  for  the  ninth  grade  student  may  not  be  understood  by  half  of 
the  persons  in  the  U.S. 

Dr.  West  also  refers  to  the  Study  reported  by  I.  *»«*«»* ££"• 
m  n  and  colleagues  at  the  University  of  North  Carolina,  Chapel  Hill, 
^hrch  "as  reported  in  the  Journal  of  The  American  Dietetic  Association, 
fulv  1967  °  Tnis  study  documents  the  dietary  errors  made  at  home  by 
pa  len  s  with  diabetes/  Only  a  very  small  minority  followed  their 
prescribed  care  accurately.   (12%  followed  diet  ^curatelyO   It  is 
interesting  to  note  that  the  Social  Worker  reported  that  50%  ot  the 
patients  in  the  study  had  less  than  the  minimal  amount  of  money  required 
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to  buy  the  prescribed  diet.   It  would  seem  to  me  that  we  could  expect 
poor  compliance.   In  conclusion,  this  study  suggested  these  approaches 
for  the  future:   (a)  assessment  of  individual  needs,  (b)  formulation  of 
a  Plan  for  each  patient,  (c)  implementation  of  the   Ian  and  (^con- 
tinuing review  +  follow  up.  J 

I  think  these  questions  should  be  asked  of  dietitians: 

What  can  be  done  to  improve  the  picture? 

What  factors  might  account  for  poor  dietary  adherence? 


I  suggest  the  following  areas  for  discuss! 


on: 


1.   The  body  of  knowledge  and  how  it  is  taught  -  individualization 
--  meeting  the  needs  of  the  low  income  family  -  and  people  with 
limited  formal  education.  P 


2.  We  have  assumed  that  the  exchange  method  system  can  be  adapted 
to  all.   This  assumption  has  given  us  an  excuse  not  to  look 
for  alternative  methods.   Development  of  alternative  method, 
is  something  which  needs  the  combined  creativity  of  the 
dietitian  and  the  media  people. 

3.  Although  we  recognize  that  teaching  a  patient  about  his  disease 
and  diet  is  important,  I  believe  we  need  to  focus  on  why  people 
find  compliance  so  difficult  or  change  so  hard. 

easvUnlTSS  TU  ^f  f°rCed  t0  Change  a  habit>  y°u   assume  ^  must  be 
easy.   I  would  like  to  quote  from  a  press  release  of  a  distinguished 
nedical  investigator  of  carbohydrate  metabolism:  guisned 

A  few  simple  changes  in  the  American  diet  and  habits 
of  life,  could  greatly  reduce  the  number  of  people  who 
acquire  chronic  diseases  and  who  may  die  from  them. 

-S  a   Pra?titio^er  dealing  with  the  realities  of  implementing  changes  in 
-ood  habits  and  the  enormous  complexity  of  what  may  appear,  from  an 
nvestigative  level  as  a  "simple  change",  I  thin/the^imp  ication  of 
simplicity  is  misleading!   While  admittedly  the  change  "per  se"  may  p- 

ran0"!^!^  t°t-"e  a  'r16  "yOU  tel1  m£  What  t0  d°"  aPP™ach  ^Jed 
IhZl nlJl        „          reS    '  the  Pr°CeSS  °f  effectin8  ^ng  established 
ehayioral  Patterns,  especially  food  habits,  is  one  of  our  most 
irticult  challenges.  

How  to  facilitate  change,  more  commonly  referred  to  as  behavior 
edification  therapy,  would  appear  to  us  to  be  a  cornerstone  in  every 
reatment  program.   It  has  been  our  observation  that  everyone,  regard- 
ess  of  level  of  education  and  intelligence,  can  learn  specific 
nowledge  about  diet  and  diabetes.   But  it  is  the  behavioral  factors 
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that  prevent  adherence;  and  these  factors  should  be  identified, 
evaluated,  and  then  modified  in  order  to  effect  long-term  change 
This  should  be  done  in  partnership  with  the  patient. 


Recommendations 

I  would  make  the  following  recommendations. 

1.  The  need  for  new  methods  and  approaches  in  teaching: 

a)  better  knowledge  of  diabetes  and  diet. 

b)  communication  tools  such  as  the  media  that  reach  all 
segments  of  the  population. 

c)  alternatives  to  the  exchange  system. 

d)  the  incorporation  of  behavior  modification  in  all 
patient  teaching. 

2.  Nutrition  teaching  and  care  should  be  available  and  accessible 
to  all  segments  of  the  population.   In  order  to  accomplish  this 
I  recommend: 

a)  amendments  to  social  security  legislation  to  assure 
nutritional  care  as  a  reimbursable  service. 

b)  regulations  which  specify  diet  counseling  services 
as  an  eligible  service  for  third  party  payment  in  fee- 
for-service  systems  and  as  a  required  component  of 
capitation  systems. 

c)  legislative  language  specific  to  nutritional  care  as  a 
required  component  of  all  health  care  systems. 

d)  appropriations  to  assure  adequate  funding  for  providing 
nutritional  care  services. 

d)  guidelines  and  policies  which  assure  that  nutritional 
care  services  be  provided  under  the  supervision  of 
qualified  nutrition  personnel. 

3.  Funding  to  study  methods  of  developing,  implementing,  and 
evaluating  nutrition  care  and  teaching. 

a)  support  research  into  methodology  of  dietetic  care  and 
teaching  for  maximum  benefit. 

b)  support  basic  and  applied  research  on  factors  which 
affect  the  consumer  food  supply. 

1)  nutrition  content.  2)  availability,  acceptance,  cost. 

c)  design  and  evaluate  long-term,  continued,  systematic, 
sequential  teaching  programs  —  not  episodic  teaching. 

d)  define  the  components  of  effectiveness  and  develop  indicator 
to  measure  effectiveness. 
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Assure  sufficient,  competent  nutrition  personnel  to  provide 
"rtilrrcare"  ***   teaChln§  thr°^h°Ut  ^^^    -condary  and 

a)  an  appropriation  and  availability  of  funds  for  continued 
specialized  education  and  training  of  dietitians  in  the 
area  of  metabolism,  physiology,  behavioral  sciences 
biochemical  and  applied  nutrition. 

b)  in  addition,  dietitians  as  well  as  other  health  profes- 
sionals, need  to  understand  the  economic,  cultural 
political  influences  on  planning  and  providing  health 

Ca LQ.  • 

c)  the  cost-benefit  ratio  in  dietetic  care 

!nHaPPr°PrJfi0n  °f  fUndS  t0  Study  new  and  expanding  roles 
and  more  effective  utilization  of  nutrition  manpower. 
This  includes  supportive  health  workers  and  their  role 
in  all  levels  of  care. 
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3.      DIABETES    IN  THE   YOUNG 

Presented  by 
Arthur   F.    Kohrman,    M.D. 


nature,    severity,    Ld   tJ»   of™  t^L^^^o^"^ 
SSSS.'S'SS*1'  ""  *  th£  —  JS  of  care, 


Th 

known . 
school 
estima 
of  age 
to  the 
in  the 
areas, 


e   number  of   children  with   diabetes    in  the  United   States   is   un- 
Usxng  uncertain  estimates,    a   rough   range   for   the  number   of 

^rp^e^th1:   total  "V"  <?"'*•    ±&  51'000   t0   ^oTo     other 
at   Jn  ,?n     rb6r   °f   diabetics   between  birth   and   21  years 

at   90,000   to   150,000;    the  actual   figure  probably   falls   closer 
lower  number.      Juvenile   diabetes   occurs    relatively   infrequently 
practice   of  any  one   physician  or  group  and,    except   In  urb» 
cases   are  widely  scattered.  n 


The   child  with   diabetes   poses   particular   rhallonooe    - 

*f  occurrence  of  juvenile  diabetes  B"aUSe.of  che  relative   infrequency 

have   little  ongoing  experience  with   th"  P"mary  ""  ^sicim  "V  «U 
^  ^^  .  °        *>  experience  with   the  management   of  diabpt-PQ-    ^70^ 

ry  ofte'rt/         t0  aSdiCate  MS  Primar^  care  responsib  S       to  se  ond- 

K     n       herypatrieVn  earndathehe  TZ  "^  "^  f»"^"/witVthe 
important   factor  in  dLh^f  confldence   it  generates  may  be  the  most 

-Ptimal  management  is  --therr":86^11'-      *  d°  "0t  y6t  knOW  what 
>ractice;    in  the  less  than  Z .       "     V ?*  83P  betWeen  kn°«l^ge  and 
liabetes  no  leu  patient,  h      T"""  treatI"ent   of  juvenile 

.ent  been  sufficiently  standard^*  "  assembled  nor  "as   treat- 

nough   to  Providee::^thtaadar^h1  h^^^-r^i^cer^intrin0^        ■ 
S^lSKSSiSl-SSS  b°f  mana8eLnt        "* :  -PO-nt°tnat8 
seful  data  wilAot^rge^til  stverai"  ll^AV  £tlZl» 
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The  services  apparently  important  for  the  juvenile  diabetic  will 
be  relatively  high-cost  services,  and  the  consumer  group  for  which 
they  are  intended  will  be  relatively  small.   In  this  regard,  the 
management  of  juvenile  diabetes  shares  ^characteristics  with  the 
problems  of  management  of  other  chronic  conditions  in  childhood. 
Many  of  the  special  services  needed  are  very  expensive   and  "hen 
meaLred  in  terms  of  cost  per  patient,  almost  or  actually  prohibitive. 
Few!  if  any,  of  these  can  be  supported  on  a  f ee-for-service  basis. 

A  coordinated  program  of  care  will,  in  itself  be  the  basis  for 
generation  of  important  new  knowledge  about  diabetes.   In  children, 
diabetes  is  seen  in  its  most  dramatic,  complete  form,  usually  with 
a^upt  onset.   The  early  natural  history  unfolds  over  a  relatively 
short  period  of  time,  and  then  the  individual  usually  maintains  a 
characteristic  pattern  for  many  years  into  adulthood.   Careful  studies, 
coordinated  on  a  national  basis,  could  allow  us  to  correlate  treatment 
given  at  the  various  relatively  distinct  stages  of  the  disease  with  the 
results  of  that  treatment. 

Our  goal  is  the  provision  of  necessary  care  and  educational  services 
to  all  juvenile  diabetics  in  a  framework  which  permits  essential  research 
questions  to  be  pursued  simultaneously.   It  is  obvious  tat  these  goals, 
continuity  of  care  during  the  life  of  each  patient,  can  best  be  met 
through  coordination  and  collaboration  of  child  and  adult  health  car 
services.   One  recurrent  and  dominant  theme  must  oe   stressed:   education 
is  care.   The  educational  programs  focused  on  the  patient,  his  family, 
Ind  the  professionals  who  guide  his  care  are  not  ancillary  to  nedica 
care,  but  in  fact  are  the  keystone  of  the  care  scheme.   Establishment 
of  new  or  augmented  programs  for  education  must  be  done  ma  way  that 
permits  careful  evaluation  of  the  most  effective  content   the  methods 
which  best  insure  learning  by  the  target  audience,  and  the  kinds  of 
professionals  best  suited  to  the  task. 

The  wide  variations  across  the  U.S.  in  geography,  demography ,  and 
established  patterns  of  medical  care  and  referral  make  it  clear  that  no 
single  center  model  will  be  suitable  for  all  regions.   However   £  « 
essential  that  all  the  centers  share  common  program  goals  and  objectives, 
most  important,  record-keeping  and  the  evaluation  of  °ut^s  ™s [^ 
coordinated  on  a  national  basis,  to  permit  the  collection  of  sufficient 
data  to  make  rational  modifications  in  approaches  to  management   We 
must  establish  a  national  registry  for  juvenile  diabetes  ^tfolT 
regional  centers  could  become  data-collection  points.   The  major  role 
of  regional  centers  should  not  be  to  centralize  all  patient  care,  a 
goal  unrealistic  as  well  as  undesirable,  but,  rather  to  provide  a 
source  for  expanding  the  knowledge  about  care  of  diabetes  into  the  com 
munities  and  medical  practices  where  primary  and  secondary  care  are 
now  being  given.   One  of  the  functions  of  the  regional  centers  is  the 
exploration  of,  and  training  for,  new  health  professional  careers 
relevant  to  the  needs  of  diabetics  of  all  ages.   The  diabetes  center 
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center  *ust  have    adequate    fisca^a        C.proSrams;    the   regional   diabetes 
its  patient-centeredMssions  ad»— trative  autonomy  to   fulfill 
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4.   TREATMENT  OF  DIABETES 
ADULT  TYPE 

Presented  by 
Addison  B.  Scoville,  Jr.,  M.D. 
Past-President 
American  Diabetes  Association 


Mr 


Chairman  and  Members  of  the  Commission: 


INTRODUCTION 

the  izitT0:f:idXo7e\iiiTd:j°tr  lnrting  me  to  appear  b^ 

diabetic   child" ^  have   beerreferredato   L  bCer"fled   lnternl">    «>«" 

30  years  I     a  e  a     i rLf"^      •"?  °f  mySelf"      For  al«" 

at   Vanderbilt  Medical   School  h»        K*   Cl"1Cal  Professor   of  medicine 

research  l™d     ugges^haTthost  oflf  1!  ""  ""  """"*  "  Cllnlcal 
have  a  very  sinceX  in^tTi^e^^  ff^.^fSSSf 


GOALS   OF  TREATMENT 

fromT^8~^^  not   differ   significantly 

the   philosophy  of   the   phv  i  ^  '   lnSUlln   1S   USed   depends   uPon 

height  and   Juration  of'h^ergJyceSa   TnTT^   °£   ^   Patl6nt'    the 
complications.  hyperglycemia,    and   the  presence   of  certain 
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The  goals  of  treatment  for  both  groups  are 


the  same. 


(1)  Avoid  ketoacidosis  and  hyperosmolar  coma. 

(2)  Minimize  troublesome  symptoms. 

(3)  Prevent  certain  complications. 

(4)  HopefulLy  delay,  modify,  or  prevent  other  complications. 

PHILOSOPHY  OF  TREATMENT 

The  physician  must  develop  a  philosophy  of  management  to  which  he 
is  so  dedicated  that  his  staff  and  ultimately  his  patient  are  motivated 
to  follow  his  program  with  enthusiasm.   I  believe  in  trying  to  achieve 
metabolic  control  because  if  restoring  normality  to  the  deranged 
chemical  constituents  of  the  blood  is  not  desirable,  then  diabetes  is 
truly  unique  among  diseases.   When  such  control  is  obtained,  many 
patients  with  diabetes  develop  a  hitherto  unknown  sense  of  wellbemg. 
Finally,  until  it  is  demonstrated  that  good  metabolic  control  is 
harmful,  it  will  remain  my  objective. 

MOTIVATION  OF  PATIENT 

Because  diabetes  is  life-long,  each  patient  must  be  motivated  to 
adhere  diligently  to  a  prescribed  regimen  for  many  years.   The  asso- 
ciation of  diabetes  with  its  many  complications  is  information  which 
every  patient  must  know  and  we  feel  that  this  knowledge  should  be 
explained  to  him  at  the  time  he  is  first  seen.   There  is  no  attempt 
to  minimize  the  significance  of  this  diagnosis  and  its .associated 
problems.   In  years  past  such  information  was  frequently  withheld  from 
patients  and  as  a  consequence,  many  did  not  adhere  to  the  prescribed 
regimen.   How  to  impart  this  knowledge  without  fostering  constant 
dread  for  the  future  is  a  skill  the  physician  must  develop.   Bear 
Bryant  is  reported  to  have  said  that  coaching  was  most  difficult 
because  if  a  play  was  not  executed  correctly  and  he  kicked  one  player 
in  the  pants  that  player  would  work  twice  as  hard  the  next  time  while 
if  he  kicked  another  player  that  one  would  quit  the  team.   The  dia 
betologist  must  be  so  skillful  in  motivating  that  each  patient  will 
work  harder  the  next  time  and  no  one  will  quit  the  team.   A  good  rela- 
tionship between  the  patient  and  his  personal  physician  is  a  most 
satisfactory  way  to  achieve  good  control.   The  personal  physician 
should  also  be  involved  in  the  patient  education  program  so  that  at 
each  visit  the  principles  of  good  patient  care  can  be  re-enforced. 
An  office  with  an  adequate  professional  staff  which  is  well  organized 
is  capable  of  treating  and  educating  as  many  as  40  to  50  diabetics 
per  day. 
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DIETARY  THERAPY 

The  cornerstone  of  treatment  is  the  diet  and  an  individual  diet 
xs  calculated  for  each  patient  when  first  seen.   Considerable  time 
must  be  devoted  to  diet  instruction  and,  unfortunately,  most  physicians 
have  little  knowledge  or  interest  in  dietary  therapy.   The  patient  is 
taught  that  the  only  significant  differences  between  a  diabetic  and  ' 
non-diabetic  diet  are  that  concentrated  carbohydrates  are  forbidden 
and  the  caloric  content  of  the  diet  must  remain  the  same  from  day  to 
day.   The  physician  must  thoroughly  understand  the  diet  and  be  knowl- 
edgeable enough  about  nutrition  to  answer  the  numerous  questions  which 
bubble  forth  from  the  newly  diagnosed  diabetic.   New  techniques  in 
dietary  instruction  are  urgently  needed.   The  physician  must  be  aware 
of  the  patient  s  work  schedule  and  life  pattern  and  make  appropriate 
changes  in  the  meal.   The  diet  must  be  adequate  in  calories  to  maintain 
or  produce  ideal  body  weight,  be  balanced  and  provide  not  only  sufficient 
protein,  fat  and  carbohydrate,  but  also  essential  trace  minerals 
vitamins,  etc.,  be  appropriate  for  the  ethnic  and  economic  background 
of  the  patient,  and  omit  those  foods  which  are  not  tasty  or  cause 
flatulence  or  distress  to  the  patient. 


HYPOGLYCEMIC  AGENTS 

If  hyperglycemia  persists  despite  good  dietary  management,  it  may 
become  necessary  to  add  certain  hypoglycemic  agents  in  order  to  achieve 
better  blood  glucose  control.   How  much  hyperglycemia  is  acceptable 
before  beginning  the  use  of  hypoglycemic  agents  depends  upon  a  number 
of  factors  including,  the  physician's  philosophy  and  the  patient's 
desires,  his  age,  complications,  visual  acuity,  and  the  possible 
presence  of  paralyses  or  Parkinsonism,  etc.   whether  oral  hypoglycemics 
should  be  used  is  an  unresolved  question.   The  UGDP  study  and  its 
review  by  the  Biometric  Society  is  still  controversial  and  because  of 
this,  we  have  adopted  the  following  regimen  in  my  office.   In  those 
patients  who  do  not  achieve  satisfactory  control  with  diet  alone 
insulin  therapy  is  considered  to  be  the  safest.   However,  oral  hypo- 
glycemic therapy  may  be  used  in  certain  patients  such  as  those  with 
senility,  blindness,  paralyses  or  Parkinsonism,  but  only  after  a 
thorough  explanation  of  the  results  of  the  UGDP  report  and  not  until 
the  implications  of  that  study  are  thoroughly  understood  by  the  patient 
!r,h!^.fa:ily-  ^    is  done  ^  an  attempt  to  avoid  future  medical- 
legal  difficulties  and  falls  in  the  category  of  defensive  medicine.   In 
addition,  the  patients  are  also  warned  that  most  oral  hypoglycemics 
Lower  blood  sugar  in  a  manner  similar  to  insulin  and,  as  with  insulin, 
hypoglycemic  reactions  may  occur. 

However,  if  patients  are  not  well  controlled  on  oral  therapy,  then 
Lt  is  discontinued  and  insulin  prescribed  as  an  adjunct  to  diet   Of 
course,  children  and  young  adults  thought  to  be  ketosis-prone  are 
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started  immediately  on  diet  and  insulin  without  a  trial  on  diet  alone 
Tne  dose  of  insulin  is  regulated  in  order  to  achieve  the  best  Possible 
24  hour  control  of  blood  glucose  without  risking  hypoglycemia.   Success- 
ful control  in  some  patients  requires  adjustment  in  diet  and  snack 
schedules,  as  well  as  the  use  of  insulin  mixtures.   In  those  patients 
requiring  30  to  40  units  of  depot  insulin  (NPH  or  Lente)  daily  over 
one-half  will  require  two  injections  of  insulin  each  day.   Insulin- 
"quiring  patients  must  be  taught  about  the  types  of  insulin  concentra- 
tions of  insulin,  time  activity  of  the  various  insulins,  methods  of 
injection,  measuring  insulin  dose,  use  and  care  of  syringes  and  needles, 
sterilization  of  equipment,  etc.   We  do  not  change  the  dose  of  depot 

nsulin  more  often'than  every  three  to  four  days  since  stabilization  of 
blood  glucose  must  occur  before  any  modification  of  that  dose  can  be 
contemplated.   Children,  with  parent  supervision  for  ^""8  J  Jj 
begin  their  own  insulin  injections  at  six  years  of  age   Incidentally, 
we  also  start  a  one  to  one  relationship  with  each  child  at  the  age  of 
six   The  child  is  seen  alone,  his  disease  discussed,  his  problems 
clarified,  and  his  laboratory  work  explained  without  the  parent  s 
presence.'  The  parent,  however,  meets  us  at  a  "«eren*  '^^ 
kept  fully  informed  as  to  the  progress  of  the  child.   We  feel  that 
this  regimen  has  been  responsible  for  emotional  stability  and  lack  of 
resentment  of  the  disease  in  these  children. 

CONTROL  OF  DIABETES 

Control  of  diabetes  is  followed  with  blood  glucose  determinations 
obtained  at  specified  times.   In  those  on  diet  alone  or  diet  with  oral 
hypoglycemics,  blood  glucose  levels  are  obtained  two  hours  post- 
prandially.   In  those  on  depot  insulins  the  blood  glucose  levels  are 
determined  before  breakfast  and  four  hours  after  lunch  in  order  to 
assure  adequate  control.   In  younger  patients,  blood  glucose  levels 
are  also  obtained  before  lunch  and  at  bedtime.   In  this  way,  it  is 
possible  to  regulate  insulin  dose  so  that  normoglycemia  is  present 
throughout  the  entire  24  hours. 

The  two-drop  Clinitest  method  and  Acetest  for  urine  testing  are 
taught  each  patient.   In  unusual  situations  or  when  a  concurrent 
infection  is  present,  the  urine  is  tested  four  times  a  day  (before 
meals  and  at  bedtime) ,  but  in  the  controlled  diabetic  the  early  morn- 
ing urine  alone  is  tested.   If  this  test  shows  glycosuria  then  more 
frequent  urine  testing  during  that  day  is  required.   Urine  testing  of 
the  patient  under  poor  control  is  of  little  value  since  the  glucose 
threshold  rises  and  associated  with  a  blood  glucose  of  280  mg  A   a 
patient  may  have  a  urine  which  is  negative  for  glucose.   As  a  result 
the  patient  may  develop  a  sense  of  security  which  is  not  at  all  justi- 
fied  In  children,  on  the  other  hand,  a  very  low  renal  threshold  may 
be  responsible  for  a  blood  glucose  of  78  mg  %  with  heavy  Spuria 
These  difficulties  in  interpretation  of  urine  tests  are  much  more  common 
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A,thn°fh  Wh°fha7e  not  been  ua°er  good  control  for  a  long  time 
limitaS  "e      uhat  "^  t£Stln8  d°«  ^ve  some  benefit  ^ts 
Ph^ician?8  mUSt  ^  emPh3Sl2ed  "  the  Pa"e"  "»-  "cognized  by  the 


MAINTENANCE  OF  CONTROL 


to  -^^^li^S^.sr^-T^S'^S- eTCry  flve 

controllTne  '"ny "tn^pn ^  *~^S£  so  Sat  S^T 

u  ue  is  seen  by  the  physician  four  times  vearlv  ,n>n  „ 
complete  physical  examination  on  one  of  those  visits   LLk   •  • 
the  patient  is  seen  and  at  that    h™.  u-  Lnose  Vlsits-   On  each  visit 

lungs,  feet,  and  occasional  ylundi  are  exlmLe'd  he^  ^^^   ^ ' 

and  the  results  of  his  blnnrf  oi„     I     examined,  he  is  remstructed, 

sis  evaluated.   On  the  b     fflZVT^Ts^T^^^  ^^ 
addltions  to  therapy  are  prescribed         '  modlf  lcatl<™=  or 

-ith^iS.?™  U^^«  oHotf  "S  thr dlabetics 

in  unraveling  the  mysteries  of  the  diet   We  fee  rTt     '  d"f"u1^ 
can  be  more  satisfactorily  controlled  in  1       t   ,      m0St  Patlents 
the  effects  of  normal  activi?v    ,  ,   ,    ambulatory  setting  so  that 
is  fortunate  in  havinc  a  fI  L   ,   "0l  Can  be  m°"itored.   Nashville 

who  helps  instrucrPatients  in  bo8th  the'h3"  V  f^""  >'""*  Pr3C"" 
This  has  been  of  great  assistant  r      ^   hosPltal  and  ambulatory  setting. 

diabetics  in  an  ambu lat y environme^  ^  rtf"^  "^  UlSheS  C°  C°ntTOl 
patient  by  controlling  patients  ITthV    u  y^""1""  ™  cost  to  the 

the  hospital  is  significant   Tht=     Phys""n's  °«ice  rather  than 
insurance  compensation  for  ^cn^lT^12"  ^   "^  f°r  medlcal 
would  have  compensated  for  S*  Sf£°Th^.2  setting!  "*  " 

been'ns'nrthe^'Pro^r^m  ^""V"  dl8ea8e  ±S  — ntial.   We  have 
from  the  Lerican^abeTes  tZlllZ^^"   "^^  by  ^  ™^ 


PREVENTABLE  COMPLICATIONS 
diabete"6  *™  '"*  ^   °f  P—ntable  complications  associated  with 

caused1^  "crease  ifactl^  "t^"  bl°°d  SUg"-   ^is  is  -U, 
food  intake  before  the  extra  acM  I  '  *"  aSsoclatad  Creese  in 

continued  the  term  W  ,  »       i!  "**  undertaken-   We  have  dis- 
did  not  realiz ™t         and  '^'""W  "activity"  because  many 

in  the  garden  we  e  also  exefcise^"  an^lf6/"^"6"  fl°°r»  °r  d^ 

o  exercises  capable  of  inducing  hypoglycemia. 
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The  next  most  common  cause  for  hypoglycemia  is  being  late  for  a  meal 
or  not  eating  the  required  food  for  a  meal  or  snack.   Finally,  the 
least  common  cause  is  too  much  insulin.   Only  if  hypoglycemic  reactions 
occur  at  the  same  time  each  day  is  too  much  insulin  responsible  for 
the  low  blood  sugar.   As  soon  as  the  patient  recovers  from  his  reaction 
he  is  taught  to  ask  "why"  he  had  the  reaction  so  he  can  avoid  having 
similar  reactions  at  a  future  date.   Unless  he  does  this  immediately 
after  his  reaction,  the  cause  of  his  low  blood  sugar  may  never  be 
determined. 

The  patient  on  insulin  or  sulfonylureas  and  his  family  are  taught 
to  use  sugar,  juice,  Karo  syrup,  etc.,  by  mouth  if  hypoglycemia  occurs 
and  if  the  reaction  prevents  oral  feeding,  the  family  is  instructed  to 
use  Glucagon  intramuscularly.   Diabetic  patients  are  required _ to  have 
some  form  of  glucose  with  them  at  all  times  and  this  is  especially 
important  when  they  are  driving  automobiles. 

(2)   The  most  dangerous  complication  of  diabetes  and  the  only  one 
responsible  for  a  patient  dying  of  his  disease  is  ketoacidosis  and 
coma   Since  the  most  common  cause  of  ketoacidosis  is  an  infection 
often  associated  with  the  omission  of  insulin,  each  patient  is  taught 
the  pre-acidotic  regimen.   This  has  been  so  successful  that  during  the 
past  16  years  none  of  my  patients  who  has  followed  these  rules  has 
developed  ketoacidosis.   To  summarize,  when  glycosuria  is  noted,  the 
diet  is  not  altered  and  the  patient  is  kept  on  his  usual  dose  of  depot 
insulin.   Fluids  are  forced  and  supplementary  regular  or  quick-acting 
insulin  is  given  before  each  meal  that  significant  glycosuria  is 
present.   We  feel  that  if  this  regimen  was  taught  to  all  diabetics 
and  followed  by  all  ketosis-prone  diabetics,  diabetic  ketoacidosis 
SSuld  cease  toexist  except  for  an  occasional  instance  m  newly 
discovered  diabetics. 

(3)   Urinary  tract  infections  including  pyelonephritis  and  its   _ 
dreaded  complication,  renal  papillary  necrosis,  are  common  in  diabetics, 
especially  females.   On  routine  office  visits  if  the  urine  shows  _ 
pvuria  it  is  rechecked  with  a  clean-catch  specimen  and  if  pyuria  is 
still  present  treatment,  usually  with  a  sulfonamide,  is  prescribed. 
If  pyuria  is  present  on  the  return  visit,  a  urine  culture  is  obtained 
and  sensitivities  used  to  determine  the  appropriate  antibiotic.   Fol 
lowing  what  is  deemed  sufficient  therapy  with  the  antibiotic,  investiga 
tion  of  the  urinary  tract  is  begun  with  intravenous  pyelograms, 
cystometric  studies,  cystoscopic  examination,  etc.   Although  we 
recognize  that  bladder  atony  due  to  diabetic  neuropathy  is  not  uncommon, 
urethral  stricture  and  prostatic  enlargement  also  occur  in  diabetics, 
and  unlike  the  neuropathic  lesion  are  easily  correctable.   We  feel 
that  prompt  attention  to  early  pyuria  may  help  to  prevent  the 
development  of  more  serious  urinary  tract  problems  m  the  future. 
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As  a  supplement  to  existing  teaching  programs,  I  would  propose 
that  teams  consisting  of  a  physician,  nurse,  and  dietitian  be  available 
attached  to  various  types  of  teaching  and  diabetic  centers.   Such  teams 
would  operate  within  an  assigned  region  for  consultation,  hopefully 
using  the  consulted  patient  for  ward  round  discussion  for  all  physicians 
in  that  area.   Ward  round  discussions  are  a  well  recognized  and  suc- 
cessful teaching  technique  and  would  not  require  local  physicians  to 
leave  home  and  practice.   In  order  to  test  the  feasibility  of  this 
technique  for  at-home  consultation,  pilot  studies  especially  in  rural 
areas  could  be  established.   Although  this  technique  does  not  seem 
applicable  to  metropolitan  areas,  it  is  conceivable  that  it  might  be 
successfully  used  in  the  inner  city. 

Paramedical  personnel,  especially  nurses  and  dietitians,  should 
also  be  provided  specialized  training  in  the  education,  care,  and 
management  of  diabetic  patients.   Unlike  physicians,  most  nurses  and 
dietitians  are  subsidized  by  hospitals  and  medical  centers  to  attend 
the  courses  of  instruction  and,  therefore,  can  be  expected  to  travel 
some  distance  in  order  to  attend  the  appropriate  diabetic  instruction 
classes.   Nurse  practitioners  trained  in  diabetes  can  provide  much 
needed  care.   As  already  mentioned,  newer  techniques  for  diet  instruc- 
tion are  necessary.   In  addition,  the  development  of  newer  methods  for 
motivating  and  educating  professionals,  patients,  and  their  families 
must  be  undertaken  in  the  near  future. 

I  do  not  mean  to  imply  that  our  present  oral  hypoglycemics  and 
insulins  could  not  be  improved.  However,  if  our  present  available 
information  and  techniques  could  be  utilized  to  their  maximum,  the 
quality  of  care  available  for  diabetics  would  be  tremendously  improved. 

Again  I  thank  you  for  this  privilege  of  talking  with  you  about 
problems  which  all  of  us  hope  your  Commission  can  help  to  resolve. 
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Name 


No, 


-A8e Onset  of  Diabetes 


Date 


,197 


Topics  discussed 


1.  Diabetes:  definition 
incidence 

2.  Symptoms 


Cause 

a.  Heredity 
Age  groups 
Obesity 
Pancreas 
Antagonists 


Date 
■Instructed   Topics  discussed. 


Date 
instructed 


4.  Diagnosis 

a.  Glycosuria 

b.  Blood  sugar 

(1)  Fasting 

(2)  Postprandial 
c  Glucose  tolerance 

5.  Objectives  of  treatment 

a.  Diet 

b.  Insulin 

6.  Treatment 
a.  Diet 

(1)  Definition  of 
carbohydrate, 
protein,  fat 

(2)  Exchange 

(3)  Estimated 
b.  Insulin 

(1)  Types 

a.  U-40,  U-80, 
U-100 

b.  Short-acting 

c.  Long-acting 

(2)  Action 

(3)  Source 

(4)  Rotation 

(5)  Mixing 

(6)  Syringes  U-40, 
U-80,  U-100 

a.  Glass 

b.  Disposable 

(7)  Care  of  Equipment 
c  Exercise 


7.  Philosophy  of  living  with 
diabetes 

a.  Education 

b.  Hygiene  and  foot  care 

8.  Care  during  illness 
a.  Importance  of  con- 
tinuing insulin 


9.  Insulin  reaction 

a.  Cause 

b .  Symptoms 

c.  Prevention 

d.  Treatment 


10.  Diabetic  coma 

a.  Cause 

b.  Symptoms 
c  Prevention 
d.  Treatment 

11.  Other  complications 
a.  Vascular 

(1)  Eyes 

(2)  Feet 

(3)  Kidneys 

12.  Demonstration 

a.  Tests 

(1)  Clinitest,  Tes- 
Tape,  Clinistix 

(2)  Acetone 

b.  Injection 

(1)  Dosage 

(2)  Mixing  insulin 

(3)  Preparing  injec- 
tion 

(4)  Administration 

(5)  Care  of  needle 
and  syringe 


% 
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TREATMENT  OF  HYPOGLYCEMIA 

IF  CONSCIOUS 

SUGAR  BY  MOUTH.   REPEAT  AS  NECESSARY 
THEN  GLASS  OF  MILK. 

IF  UNCONSCIOUS 

GLUCAGON  ~  1  MG  I.M.  STAT 

THEN  1000  CC  D5W  I.V.  —  WHEN  RUNNING  FREELY 

50  CC  OF  D50W  I.V.  IN  TUBING.   REPEAT  AS  NECESSARY 

DETERMINE  WHY  REACTION  OCCURRED. 
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1 

2, 
3. 
4. 
5. 


PRE-ACIDOTIC  REGIME 

SAME  DIET  -  LIQUID  OR  BLAND  FOODS  IF  NECESSARY, 

SAME  DEPOT  INSULIN. 

WATER  —  ONE  GLASS  EVERY  1/2  -  1  HOUR. 

TEST  URINE  BEFORE  EACH  MEAL. 

IF  URINE  SHOWS  2-5%  BEFORE  ANY  MEAL  TAKE  

UNITS  REGULAR  INSULIN  BEFORE  THAT  MEAL. 

IF  NAUSEA,  VOMITING,  FAST  BREATHING,  ABDOMINAL 

PAIN  —  CALL  PHYSICIAN. 
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APPENDIX  D 
EXAMPLES  OF  PROPOSED  PSRO  GUIDELINES  FOR  DIABETES  MELLITUS 
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1.   SUGGESTED  GUIDELINES  FOR  PSRO'S* 


a.   DIABETES  MELLTTIJS 


JUSTIFICATION  FOR  ADMISSION 

A.   Uncontrolled  diabetes 

-  institution  of  insulin  therapy 

-  pregnancy 

-  reregulation  of  brittle  diabetes 
Uncontrolled  vomiting 
Uncontrolled  infection 
Insulin  resistance 


B. 
C. 
D. 


II.   LENGTH  OF  STAY 


A. 


B. 


I  Nimfn  ,ENGTH  0F,STAY  ASSTGNM™  FOR  PETMAEY  HT^hctc  nP 
T~^   (n^erical  determinations  to  be  established  locally 
based  on  statistical  norms)  y 

EXTENDED  LENGTH  OF  STAY  ASSTEHMRir  (numerical  determination 

at  LI   t  baSed  r  the  individ-l  Patient's  condition 
at  the  end  of  the  initial  length  of  stay  period) 

1'      MASONS  FOR  EXTENDING  THE  INITIAL  LENGTH  OF  STAY 

a.  Progression  into  ketoacidosis 

b.  Complicating  chronic  infection 

c.  Labile  or  brittle  diabetes 


III.   VALIDATION  OF; 


A.   DIAGNOSIS 


1.  Fasting  and  post-prandial  hyperglycemia 

2.  Abnormal  glucose  tolerance  test 

3.  History  of  the  disease 


teTSllW. ""  SUbC°ntra«  t0  0f"«  of  Professional  Standards 


217 


IV. 


ppaqonc;  FOR  ADMISSION 


1. 
2. 
3. 

4. 


£S£rJ£,   or  change  in  insulin  therapy ;  (IA) 
Requirement  for  IV  fluids  or  antibiotics  (IC) 
insulin  requirement  greater  than  200  units/day  (IE) 


CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A. 

B. 
C. 


D. 

E. 


Repetitive  analysis  blood  and 

urine  sugars 

Diet  order 

Instruction  in  diet,  urine  testing, 

footcare,  insulin  administration  when 

indicated 

Obstetrical  care  when  appropriate 

Disease  counseling 


Screening  Benchmark 


100% 
100% 


100% 
100% 
100% 


V.   DISCHARGE  STATUS 

A.   Improved  control  of  diabetes 

VI.   COMPLICATIONS 

A.   ..TMARV  DISEASE  ."on  THF.ATMENT-SPFr.TFTC  COMPLICATIONS 

1   Development  of  hypoglycemia  with  therapy 
2.   Further  deterioration  in  diabetic  control 

-  hyperglycemia 

-  ketosis 

-  acidosis 

B.   NON-SPECIFIC  INDICATORS 
None 


Developed  by  AMERLCAN  COLLEGE  OF  PHYSICIANS/AMERICAN  S0CLETY  OF 

INTERNAL  MEDICINE 
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b.   DIABETES  MELLITUS  —  COMA  AND  PRECOMA 

I-   JUSTIFICATION  FOR  ADMISSION 

A.  Acidosis  ketoacidosis,  lactic  acidosis  with  or  without  coma 

B.  Hyperosmolar  state  with  dehydration  wucnout  coma 

I I .   LENGTH  OF  STAY 


P808"*1  (numerical  determinations  to  be  established  locally 
based  on  statistical  norms)  -Locally 

B'  EX™mED   L™«TH  OF  STAY  ASSlGMgNT  (numerical  determinations 

at  S?  baS6d  F  the  ind»"-l  patient's  con  tin 
at  the  end  of  the  xmtial  length  of  stay  period) 

1-   MASONS  FOR  EXTENDING  THE  INITIAL  I.ENfiTH  OF  STAY 

"'   illness3""8  Und6rlying  conc°""itant  or  precipitating 

b'  ptlcatiofT  of,therW  deluding  cardiovascular  com- 
renaitf1:jiu^P°8lyCemla'  "Avascular  accident, 

"   diabe'tic10"  °f  "eW  °r  Prevl0us1^  Adequately  regulated 


II-   VALIDATION  OF; 
A.   DIAGNOSIS 


1.   Altered  sensorium 

3*   bS  liSS   th6n  15  mmS'  and  arterial  PH  less  than  7.30 
3-   Blood  glucose  greater  than  500  mg  percent 
4.   Serum  osmolality  greater  than  320  mOsm/Kg 

B.   REASONS  FOR  ADMISSION 


No  entry  necessary 


, 


Iff 
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IV. 


CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


B. 


C. 


Screening  Benchmark 
Repetitive  monitoring  of  sensorium, 

PaC02,  blood  glucose,  serum  osmolality  100% 

Repetitive  electrolyte  and  renal  function 
assessment 

Insulin,  intravenous  fluid,  and 
electrolyte  therapy  100/" 


V.   DISCHARGE  STATUS 

A.  Ambulatory 

B.  Resolution  of  reason  for  admission 

C.  Satisfactory  control  of  hyperglycemia 

D.  Absence  of  ketonuria/ketosis 


VI .   COMPLICATIONS 


A. 


PRIMARY  DISEASE  AND  TREATMENT-SPECIFIC  COMPLICATIONS 


1. 

2. 
3. 
A. 


Deterioration  of  consciousness  coincident  with  rapid 
correction  of  hyperglycemia,  pH  or  dehydration 
Irreversible  coma 

Hypoglycemia  . 

Cardiovascular  complication,  congestive  heart  failure 
or  cerebrovascular  accident  (CVA) 


B .   NON-SPECIFIC  INDICATORS 


None 


Developed  by  AMERICAN  COLLEGE  OF  PHYSICIANS/AMERICAN  SOCIETY  OF 
INTERNAL  MEDICINE 
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c-   DIABETES  MELLITUS.  JUVFNTT.T? 


H-ICDA 


I. 


JUSTIFICATION  FOR  ADMT S S ION 


A. 
B. 
C. 
D. 
E. 


New 


diagnosis  of  juvenile  diabetes  mellitus 
Presence  of  ketoacidosis 
Vomiting  and/or  diarrhea 
Diabetes  out  of  control 
Inability  of  responsible  party  to  cope  or  comply 


250 

250.3 

250.4 


II.   LENGTH  OF  STAY 

wffr^TT  ("umerlcai  determinations  to  be  established 
locally  based  on  statistical  norms) 

B>   ^^NDED  LENGTH  OF  STAY  ASSIGjMjT  (nuraerical  determina- 
tions to  be  established  based  on  the  individual  Patent's 
condrtxon  at  the  end  of  the  initial  length  of  ,t£  p«JoS) 

X-   MASONS  FOR  EXTENDING  THE  TNITIAL  LENGTH  ni7  CT,v 

a.   Failure  of  resolution  of  reason  for  admission 

d.   Infection 

c   Diabetes  not  regulated 


VALIDATION  OF: 
A.   DIAGNOSIS 

''   tha°nd180Ugmgr f  "  *   ^^  °f  '  bl°°d  ™«"  ««•'« 

B-   REASONS  FOR  ADMISSION 


1. 
2. 
3. 


Blood   C02   less   than  15  meq/L    (IB) 

Vomiting  or  diarrhea  for  more  than  24  hours    (IC) 

llT/ZT  hy^1ycem±a/    ^lood   glucose   less    than  50  mg   7) 

i8od/:gr  IfaDf       (blood  8lucose  8reater  th- 
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IV. 


r,TTTP.AT.  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES  ^^  ^^ 

A   Two  blood  sugar  determinations  and  two 

electrolyte  determinations,  if  dehydrated 
or  if  ketones  in  urine 

B.  At  least  four  urine  determinations  per  day 
for  sugar  and  ketones 

C.  Insulin 

D.  Parenteral  fluids,  if  ketoacidotic 
(C09  is  less  than  15  meq/L) 

E.  Treatment  with  oral  hypoglycemic  agents 


100% 

100% 
100% 

100% 
0% 


V.   DISCHARGE  STATUS 

b!   Resolution  of  reason  for  admittance  (except  IA) 
C   Patient  or  responsible  party  able  to  handle  dxet, 
insulin  administration  and  insulin  reactions 


VI. 


COMPLICATIONS 

A.   PKTMARY  DISEASF  AND  TREATMENT- <^.T FTC  COMPLICATIONS 

2*.   Ketoacidosis,  fluid  and  or  electrolyte  imbalance 

3.  Insulin  reaction 

4.  Adjustment  reaction  of  childhood  or  adolescence 


B.   NON-SPECIFTC  INDICATORS 


1.  Surgery  when  ketoacidotic 

2.  Psychiatric  consultation 

3.  Length  of  stay  greater  than  14  days 


Developed  by  AMERICAN  ACADEMY  OF  PEDIATRICS 
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d*   DIABETES  MELLITUS.  WITH  CHRONIC  COMPLTCATTOMg 


!•   JUSTIFICATION  FOR  ADMTSSTON 

A.  Nephropathy 

-  nephrotic  syndrome 

-  uremia 

B.  Major  neuropathy 

-  persistent  pain 

-  visceral 
Peripheral  vascular  disease 

-  gangrene 

-  non-healing  skin  ulceration 
Cellulitis 
Osteomyelitis 


C. 


D. 
E. 


II.   LENGTH  OF  STAY 


A. 


B. 


INITIAL  LENGTH  OF  STAY  ASSIGNMENT  FOR  P.tmapv  w^t  rr 

TT—1  (nUmerxcal   determinations  to  be  established  locally 
based  on  statistical  norms)  J-oca±iy 

W^~^^^^^^   <*~*«1  determinations 
co  De  established  based  on  the  individual  patient's  condition 
at  the  end  of  the  initial  length  of  stay  period)    C°ndltl°n 

1'      .MASONS  FOR  EXTENDING  THE  INITIAL  LENGTH  nv   .tav 


a. 

b. 
c. 
d. 


Osteomyelitis 

Persistence  of  skin  lesions 

Progressive  uremia 

Neurosurgical  intervention  for  progressive 
retinopathy 


III. 


VALIDATION  OF: 
A.   DIAGNOSIS 


1. 

2. 
3. 
4. 
5. 


Documented  diabetes  mellitus 
Fundoscopic  confirmation  of  retinopathy 
Documented  clinical  evidence  of  neuropathy 
Documentation  of  unhealed  skin  ulceration  or  infection 
Refer  to  validation  criteria  on  section  uremia  and 
nephrotic  syndrome 
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IV. 


B.   REASONS  FOR  ADMISSION 
No  entry  necessary 

CRITICAL  DIAGNOSTIC  AND  TP™APEHTIC  SERVICES 

A.  Culture  and  appropriate  antibiotic 
therapy  (infection) 

B.  Adequate  control  hyperglycemia  and 
glycosuria 

C   Orders  for  local  heat  or  elevation  in 

face  of  peripheral  arterial  insufficiency 

D   Dehydration  for  diagnostic  services  in 
presence  of  proteinuria  or  renal 
insufficiency 


Screening  Benchmark 
100% 
100% 
0% 

0% 


V.   DISCHARGE  STATUS 

A.   Therapy  initiated,  completed  or  in  progress 

VI.   COMPLICATIONS 

A.   ,PtmA,v  DISEASE  *™   TPEATMENT-SPECTETr.  COMPLICATIONS 

1.  Blindness 

2.  Amputation 

3.  Acute  or  progressive  renal  failure 

4.  Septicemia 

B.   NON-SPECIFIC  INDICATORS 

1.   Positive  blood  culture 


Developed  by  AMERICAN  COLLEGE  OF  PHYSICIANS/AMERICA*  SOCIETY  OF 
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2. 


PSRO  RECOMMENDATIONS  FOR  DIABETES  MELLITUS  IN  CHILDREN* 


I. 


INDICATIONS  FOR  ADMTSSTfflq. 


A. 
B. 
C. 

D. 
E. 

F. 
G. 
H. 


Recent  onset  of  diabetes 

Marked  hyperglycemia  and/or  acidosis  or  coma 

Severe  hypoglycemic  reaction  or  convulsions  if  repeated 

and/or  with  residual  neurological  signs        rePe<*ed 

Vomiting  or  dehydration 

Potentially  fatal  illness  or  injury 

Inability  or  failure  to  comply  with  establ-fQh^ 

Program  to  degree  threateal^gSer^St"^  Zg*™' 


II. 


HOSPITAL  SERVICES  RECOMNfFWnpn . 


Complete  history  and  physical  examination  (See  attached) 
Laboratory   (1)   CBC  (including  diff.  and  w.b  c  ) 

Swl7?18  (repeated  for  s^ar   and  ketones) 
clood  glucose 

Serum  Na,  K,  CL,  Co2,  B.U.N. 

Insulin 

Adequate  fluids  (I.V.  or  oral) 

Electrolyte  replacement 


A. 
B. 


C.   Treatment 


(2) 
(3) 
(4) 
(1) 
(2) 
(3) 


HOSPITAL  SERVICES  CONSISTENT  WITH  DTAfiNngTc 


A.  Laboratory  (1) 
(2) 
(3) 
(4) 
(5) 
(6) 
(7) 
(8) 
(9) 
(10) 
(11) 


24  hour  urine  glucose 

Lipid  electrophoresis 

Insulin  assays 

Serum  cholesterol  and  triglycerides 

Glucose  tolerance  test 

I.V. P. 

Serum  acetones 
Urine  culture 
Blood  culture 
Throat  culture 
Serum  osmolality 


Source:   Lawson  Wilkins  Pediatric  End 


ocrine  Society 
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B. 
C. 


Chest  x-ray  and/or  T.B.  skin  test 

Treatment    (1)   I.V.  fluids  (including  bicarbonate  or  lactate) 

(2)  Gastric  lavage 

(3)  Diabetic  diet 

(4)  Antibiotics 

(5)  Insulin 


IV.   EXPECTED  LENGTH  OF  STAY: 

A.  New  diagnosis  —  5-10  days 

B.  Established  diagnosis  —  1-5  days 


V.   COMPLICATIONS  EXTENDING  LENGTH  OF  STAY: 

A.  New  case  requiring  management  and  family  orientation 

B*.  Associated  infection  not  responsive  to  usual  therapy 

C.  Renal  complications 

D.  Poor  family  environment 

E.  Post-operative  complications 


VI.   INDICATIONS  FOR  DISCHARGE: 

A.   Full  state  of  consciousness  and  activity 
B*.   Blood  chemistries  (except  glucose)  =  mean  +  2  S.D. 
C.   Education  of  parents  and  child  on  home  management  under 
way  and  sufficient  for  home  care 
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ADDENDUM:   CRITICAL  ISSUES  IN  DIAGNOSIS  OF 
JUVENILE  DIABETES  MELLITUS 


I.   History: 


a. 
b. 
c. 
d. 
e. 
f. 

g- 
h. 
i. 

J. 

k. 

1. 
m. 
n. 
o. 


Polyuria 

Polydypsia 

Polyphagia 

Weight  loss  or  lack  of  gain 

Decreased  activity 

Personality  changes 

Vomiting,  abdominal  pain,  lethargy 

Coma  &y 

Constipation 

Enuresis 

Nocturia 

Family  history 

Fever,  recent  infection  or  other  illness 

Recent  emotional  history 

Recent  school  performance 


11 •   Physical  Examination: 
Special  Attention  To: 


a. 

b. 
c. 
d. 
i. 
f. 


Hydration 

Wasting  -  height  and  weight 

Respiratory  rate  and  depth  (Kussmaul) 

Responsiveness 

Total  P.E.  including  rectal  examination 

Temperature  and  blood  pressure 


III.   Laboratory 


a. 


b. 


c. 


Urine 

1.  Sugar 

2.  Acetone 

Blood  sugar  should  be  obtained  Immediately  If  diabetes  is 
suspected  by  either  history,  physical  examination  or  urin- 
alysis  srnce  the  disease  may  have  a  fulminating  course 
Serum  acetone  5      e 
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CONTINUING  CARE  FOR  PATIENTS  WITH  JUVENILE  DIABETES 


MINIMAL  CHECK-LIST 


A.   History: 

1.   Polyuria 
Polydypsia 
Polyphagia 
Enuresis 
Nocturia 
Hypoglycemia  —  number  of  reactions,  time  of  day  and 

severity 

Diet  —  number  of  calories;  weighed,  exchange  or  self- 
selected  diet  and  compliance 
Insulin:   dosage  and  kind,  time  of  injection 
Daily  urine  glucose  results  (note  whether  1st  or  2nd 
void  and  time  of  collection) 
Problems  or  questions 
School  progress  —  or  problems 
Injection  site  rotation 
Vocational/life  outlook 
Complete  Physical  Examination  —  with  emphasis  on: 
1.   Weight  and  (%)  plotted  on  grid 
Height  and  (%)  plotted  on  grid 

Blood  pressure 

Liver  size 

Fundi 

Visual  acuity 

Inspection  of  injection  sites  and  notation  of 

abnormalities 
8.   In  late  adolescence  and  early  adulthood:   Pedal  pulses; 

screening  neurological  exam 
C.   Laboratory: 

1.  Routine  urinalysis  (and  culture  on  indication) 

2.  24  hr.  or  fractional  quantitative  urine  glucose 
determinations 
2  hr.  pp  BS  or  FBS 


2. 
3. 
4. 
5. 
6. 

7. 

8. 
9. 

10. 
11. 
12. 
13. 


2. 
3. 
4. 
5. 
6. 
7. 


3. 

4. 
5. 


Cholesterol 
Triglycerides 
On  Indication: 

6.  Serum  acetone 

7.  Serum  electrolytes 

8.  Blood  sugar  (random) 
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THERAPEUTIC  NEEDS  OF  PERSONS  WITH 
DIABETES  MELLITUS 


settings  as  follows:  ous  levels  of  care 


A. 


Primary  Care  Services 


1. 

2. 
3. 

4. 

5. 


Periodic  preventive  checkup  —  general  nine  e„Q  •*■ 
attention  to  potential  diabetic 'problem     ^^ 
Regular  reassessment  and  adjustment  of  treatment 
Systematic  and  continuing  education     reatment 

support11"3'  f°r  Pr°blemS'  eme^encies  and  psycho/social 
Foot  care 


B.   Secondary  Care  Services 


1. 

2. 
3. 
4. 
5. 
6. 
7. 
8. 


Onset  of  insulin-dependent  diabetes 

Diabetic  ketoacidosis  or.  hyperosmolar  coma 

Pregnancy  in  women  with  diabetes 

Diabetic  retinopathy,  nephropathy,  neuropathy 

Surgery  m  diabetic  persons 

Insulin-resistant 

Systematic  and  continuing  education 

Psycho/social  support 


C   Tertiary  Care  Servi 


ces 


2. 

3. 

4. 
5. 


Advance  diabetic  retinormt-rw  ™„  • 

iswss,-  »-■-"=."-""::  - 

Advanced  diabetic  nenhronpt-rw  ~~   •  . 

transplantation/Dialysis'  '  re^r^   consideration  of 

Experimental  treatment,  e.g.   islet-  „oli  t- 

"artificial  pancreas,"  etc!  transplantation, 

Systematic  and  continuing  education 

Psycho/social  support 
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The  Pediatric  Work  Group  at  its  meeting  of  September  10  recommended 
adding  the  following  items  to  the  proposed  PSRO  guidelines  previously 
prepared  by  the  Lawson  Wilkins  Pediatric  Endocrine  Society: 

Patient  or  parent  responsibility  able  to: 

1.  Handle  meal  planning  including  variations  to  compensate  for 

activity 

2.  Administer  insulin  correctly  and  recognize  the  nature  of 

insulin  inertia 

3.  Test  urine  for  sugar  acetone 

A.   Recognize  and  prevent  insulin  (hyperglycemia)  reaction  and 
ketoacidosis  and  alter  management  appropriately 

5.  Know  what  to  do  in  case  of  illness 

6.  Handle  social-emotional  impact  of  diabetes  as  a  family 

PSRO  -  Pediatric  Endocrine  Society 

III.  C.   Education  of  child  (parent)  to  include: 

(a)  explanation  of  nature  of  disease 

(b)  method  of  and  rationale  of  urine  testing 

(c)  administration  of  insulin 

(d)  meal  planning 


IV.  C. 


Education  of  child  and  parent  on  home  management  begun  to 
include : 

1.  Handle  meal  planning  to  include  variations  to  compensate 
for  activity 

2.  Administer  insulin  correctly  and  recognize  the  nature  of 

insulin  inertia 

3.  Test  urine  for  sugar  acetone 

4.  Recognize  and  prevent  insulin  (hyperglycemia)  reaction  and 
ketoacidosis  and  alter  management  properly 

5.  Know  what  to  do  in  case  of  illness 

6.  Handle  social-emotional  impact  of  diabetes  as  a  family 
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APPENDIX  E 
STATEMENT  ON  A  NATIONAL  DIABETES  POLICY  AND  PROGRAM 
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national  health  policy       *     Dd  Pr°8ram  as  a  "odel  for  an  overall 

most  be  Involved  in  meeting  the  nee^f  teaChln8  an<*  research  which 
to  diabetes,  and  also  i„  Jfght  o?  ^  fL't"^1"?1™"0™1  appr°ach 
that  xs,  the  development  of  a  Mt)L!i  1  ,  .   solvxng  this  problem  - 
»onld  be  a  major,  specific  step  toward  ,1    P°UCy  f°r  dlabetea  " 
of  an  overall  national  health  policy      ^  the  more  «e"«al  problem 

UTjr.^SS;  de^ror^ir-r'31  "^  a«°«a  *  »nich 
md  research  activities  n^  e  B  »  8M """  °f  health  care>  'raining, 
■ctivities  of  the  National  Institute ^  m"*  ,ln°lude  a  nunb«  of  8' 
•imited  activities  in  these  three  fie! 2  T"1  Health'  and  ">°re 

iab^s  ct  bTXssefrarChi:  sr^rv0"-  -  —  *■ 

Represent  a  major  effort,      ££  Sl^'t^^J^'™ 

''     t^Tt"  deyeCthf poUcy»d  °Jr  °"  A\SlStant  Secreta^  for 
the  ability  to  obtain  the  necessary  narti^  pro^  blading 
of  other  governmental  agencies  ™7  pa"lclPatl°"  of  elements 

rdicanas:ised  by  -  ^a.»^ 
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the  provision  of  adequate  numbers  and  adequately  trained 
Professional  personnel  to  meet  the  calculated  needs  for 
services  of  people  with  diabetes  in  the  regron. 

Regional  Diabetes  Centers:   As  presented  in  our  ^•^g££» 
of  tertiary  care,  coordination  of  services  and  teaching,  data 

tt  least  for  some  time  to  come,  serve  several  regions  of  the 
health  systems  agency  size. 

•  Especial  SL'S'^SJiSTSS;  ^~j= 

tion  or   specj-dx  r  Center   for  Disease   Control, 

m-i»Vii-   hp<5t   be  carried   out   by  me   lbulbi    iui 

Ttherbave  proposed  ,  worhjng  with  .«**£■£  E^"^ 

through  t^raLTfricfo/fg^on  diabetes  with  the  other 
aspects  of  the  national  program. 

state  agencies,  and  to  be  aware  of  and  encourage  related 
efforts  in  voluntary  agencies. 

6.  Financial  support  for  services  needed  by  ^ J^  "*£?'' 
The  office  or  agency  on  diabetes  would  need  to  identify  the 
various  types  of  support  already  existing  for  paying  for 
™es  needed  by  people  with  diabetes  including  governmental, 
voluntary  and  private  insurance  and  similar  programs,  to 
Identify  situations  in  which  lack  of  payment  mechanisms  are 
obstacles  to  achieving  the  needed  care,  and  to  develop  and 
test  alternative  ways  to  provide  for  payment  ^r  needed  care 
not  being  paid  for  by  other  existing  sources.   In  effect,  this 
would  be  an  approach,  in  a  stepwise  fashion,  to  a  national 
policy  on  health  insurance. 

7   Tn  the  course  of  its  work,  the  office  or  agency  on  diabetes 
7'  would  Stably  face  and  have  to  learn  how  -  -solve  problems 
in  intergovernmental  agency  relations  as  well  as  relations 
between  the  government  and  the  private  sector  relet ing  to 
the  specifically  identifiable  needs  in  the  field  of  diabetes. 
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explicit^"8  TSSlble  "  d6al  W"h  these  Problems  more 
explicitly  and  successfully  in  such  a  specific   finln   ,1- 

possible  in  the  general  fie'ld  of  health'servlces     and  thus'Lt 
Z?ll0™lrCedentS  f°r  *"  ™Ch  -  Senera^ealth^licy 

of  aMnatioPna0l1health  PolicylEe»e°U-.-natl0.:  "*  g<™ent   for  "•  ^ck 
a  policy,  most  people  have  beenT         muchAxh°ttation  to  develop  surf, 

of  the  issues  and  of  extltin* ^tlt.T*8       ^  th"   immenSe  c°»Plexlty 
and  financing  m^^^^^^^t^^^l   Se™^\ 
it  should  be  more  feasible  tn  n,-,,.-,.  •  '     n  su™ary,    is  that 

around  a  single     rL  L     ,,        1  ^  national  policy  and  program 

requires  the  part iclpat inn  need>  dla°etes    (which  within  its  scope 

essentially  alTas ects1  nd  ^3SSrS7hiSS1f"M'  "^  °f 

Sauccer:-uarroute^^\oweinaT°aih ^ *  '^  S^"-*. 
policy  than  anyoll^tru^elZilr**  "  °VeraU  na"°"al  h*alth 
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APPENDIX  F 
STATEMENTS  ON  PATIENT  EDUCATION 
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)  .? 


1. 


ST^ nf  °N  THE  R°LE  ^  RESPONSIBILITIES  OF  HOSPITALS 
AND  OTHER  HEALTH  CARE  INSTITUTIONS  IN  PERSON^ 
AND  COMMUNITY  HEALTH  EDUCATION 


by  the  American  Hospital  As 


sociation 


Introduction: 

ProvisLn^o^^Heaftrs:8"^8  ****   ^  ^  *  ?°1±Cy   Stat— t  on 

of  health  education.    V1CeS  ^^  *  f0U»dati°"  **  the  statement 

The  system  (for  the  delivery  of  health  services) 
must  be  oriented  to  the  maintenance  of  pergonal 
good  health  and  to  the  prevention  of  illness 
rather  than  being  primarily  oriented  to  the 
treatment  of  illness  after  it  becomes  acute. 

The  system  must  include  financial  incentives  for 
keepln8  people  well  and,  if  they  are  ill  for 
making  them  well  as  soon  as  possible.    ' 

Every  individual  shares  a  responsibility  to 
protect  his  own  health,  and  proper  discharge 

of  i?inprPO:;Sibillty  Wm  reduCe  the  incidence 
of  illness,  disease,  and  injury.   In  order  to 

encourage  individuals  to  take  care  of  themselves 
to  the  maximum  extent  possible,  programs  of 
education  to  teach  people  how  to  exercise  this 
responsibility  must  be  developed,  conducted; 
evaluated,  and  maintained. 

Statement : 

Hospitals  ^oX^alth  ^?T\V-T  °f   "^-"ty  health  care, 
community  health  care  hive  ^  "St«utions.  «  £°<=al  Points  of 
ment,  and  evaluate  health  Iducatlon8^?  '"  T"'  °rganlZe'  imple" 
process,  hospitals  should  plan  with  othe'r  L^ltf  "  ?*"  "'  Ms 
and  community  agencies  f-„  a*?      ?     health  care  Institutions 
responsibility  K  meeting  the T  ^  fsanlzation's  role  and 
tions  they  serve        ?     heaUh  educatl°°  ~«d«  of  the  popula- 
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>.  i*i,  anj  health  care  services,  ongoing  systems 
In  order  to  improve  health  and  he^™  ^     and  documented.  The 
o£  health  education  must  be  planned,  imp le"en"^         achieved  by 

maintenance  of  health  and  the  P"Y^™  f  ^^vated  consumers  and 
a  cooperative  effort  between  knowledgeable  and  motr^      ^  ^ 

health  care  personnel.  Health  educa"°n  xs  .Pexchange  of  knowledge 
entails  the  Joint  identified :ion  of  ^il^,lbllltle,  £or 

hedaithn--raU  SsiSe/co'encourage  PO.l««  h'alth  "r^5  "*  " 
improve  the  delivery  of  health  care. 

Hospitals  and  other  health  ^J^^£^SVS^^ 
opportunity  to  exercxse  a  role  of  leade ™*x£  ™   ±-   personnel, 
three  specific  audiences:   ^  patxe^  ^  hxs  toly,  P      ^  ^ 
including  employees,  medical  staff,  volunteers, 
community  at  large. 

improvement  of  the  health  care  ^^^^/SiiS  care  institutions 
health  education  W««.  ^^  ^  as  improved  quality 
can  contribute  to  important  health  care  8oais,  f 

of  patient  care,  better  utilization  of  ^^^"Sorter  lengths  of 
admissions  and  readmissions  to  inpatient  facilities,  shorter    g 
stay,  and  reduced  health  care  costs. 

A  significant  corporate  --itment  including  staff  and  financial 
resources  is  essential  if  osprtas  pother  healthy  ^ 
are  to  fulfill  their  leaaersnxp  iux  f  health  education  as 

ment  involves  the  ^^^^^Se i gnat ion  of  specific 
an  integral  component  of  health  care,  w     Aealth  education  pro- 
responsibility  for  organizing  and  J^1^"8-^^  this  commitment 

and  the  educational  community. 

Financial  responsibility  for  health  o^f"^  ^^eYest 

TcaringTor  The  ^/l£r^'^  *  -SU  « 
^S^g^d  bealth  of  the  community  at  J^^.^^HU.. 
illness  should  be  viewed  as  a  service  to  t he  community,       institu- 
are  legitimate  activities  for  hospitals  and  other  health  e    ^^ 

S^I^^^SiSSISlSlJSiS^  other  asencies  and 
by  seeking  funding  for  health  education  programs. 
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2. 


AMERICAN  GROUP  PRACTICE  ASSOCIATION  STATEMENT  OF 
PATIENT  EDUCATION 


responsible  f or  tLir  llXTZTt  "V^  ^^  a"d/°r  «»" 

of  health  and  the  treatment 'o     disease"*  and    m   r°l6S  *?  "* 

out   their  Identified  responsibilities!'  C  >   ""  m°tlvated  *»  "rry 

Patient  education  Is  an  Integral  part  of  quality  health  care. 

consxst   of  directed  Pffni-t-o   <-„        j  piuiessionais.      They  should 

objectives  ™£V£™  ^  ££—  ^  ""^  ^      *<**- 

and  o"^!^^™^^^^  P-f-sionals  and  the  institutions 
such  services .      Appropriate  sCandardr  or  the  '^lit:'''^!^  6ValUSte 
utrUzatzon,   and  costs  of  such  health  care'se^es^ustt^ahlished. 

is  reco^ed-chat  ^increase  ££%?  T^   1S  ^  «**•      " 
cooperation  in  medical  tre'Ln     pSgra^  ^     ^  3SSUr6  Pa"ent 
recommended  that  educational   „™J-.       v      \  thls  reas°n,    it  Is 

of  comprehensive  health  care  ZlUT         V1*™*  3?  *"  inte«ral  Pa« 
informed  patient  as  an  essenti^         £  ^l™*  Which  "cognize  the 
as  an  essentxal  member  of  the  health  care  team. 

heaith^dVo"  ^"^^1™^^  *<™^  *  the 
costs.      Recognizing6  r^olunUy'elu   "ion6  and"  °f  th6-health  C"e 

Uons,  organizations,   S^^.^^i^^^  ^^ 
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3. 


EXCERPT  FROM  ADA  STATEMENT  ON  THIRD  PARTY  PAYMENT 


2. 


3. 


efforts  of  informed  patients  and  health  pror 

Health  professionals  ^^^^S^fST 

shall  be  responsible  for  estabiisnmg, 
evaluating  patient  education  programs. 

oV,ail  ronsist  of  planned  efforts, 
Patient  education  service  shall  consist    P        -able 

tl'T^l  ana  &£££?£  ««* 

Dlabetes  education  shall  be  provide, .by  a  ^^^„Bbl. 
?ra-betlrannetne"tlnciplLaof  education  of  patients. 

patient's  chart. 

The  African  Diabetes  tr^QZStfSXXS* 
SjfSSlS!  fn°r SS^ST-  standards  for  content 
and  Mechanisms  for  ongoing  quality  control. 


M 
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Yjy&y.'SsHl 


■         . 


4;^AMERICAN  MEDICAL  ASSOCIATION 
REPORT  OF  THE  BOARD  OF  TRUSTEES 


Subject: 

Presented  by; 
Referred  to: 


Report 
(A- 75) 


Statement  of  Patient  Education 
(Resolutions  37  and  41,  C-74) 

Richard  E.  Palmer,  M.  D. ,  Chairman 

Reference  Committee  D 

(Russell  S.  Fisher,  M.  D. ,  Chairman) 


Resolutions  37  and  41  (C-7L\   a~   i  •  " 

referred  to  the  Board  of  Trustees  fo  sLT *  T^   6dUCation  ™* 
Annual  Convention.  r  Study  and  report  at  the  1975 

Both  resolutions  raii^A    ^ 
developed  and  supervised  by  pa'le'ntXa'M8^5  °f  Pa"ent  edu«"°" 
ship  would  Include  health  professionals  S       Cmmitt^   "hose  member- 
Both  would  have  required  that  ^ch     '  educators.  and  consumers, 
and  d0cumented  on  ^  *d£tha  su  ^P-^-s  he  prescribed  by  a  ph  sician 
reimbursement.  ^^rcs,  as  a  basis  for  third-party 

of  Planned  patient  education  programs  and Y^  r±I>8  the  °VeraU  subJect 

-W^^^^f^^ly  complex  patterns  of  health  care 
tion,  all  play  L  important  part  in  if ?"ftUde>  UfeSt^le  and  cooper™' 
activated,  and  supportive  participatio^ in  T  treatment-   Informed , 

X^:  as?  tt-r£  >:  ~  -^ir thr 

l—r  health  care,   provides  aVa^to  such^^^ip^ 

'ast  House  Action:      C-74: 310,    313 


243 


rapists,    and  all  -^^^^ 

professionals  have  "adxtxonally  P^xded  P  ^   treatment .      Some 

tion  about   their   illness   and   the  P^c^d  some  situations,   there 

health  i-tr^tl»  has   also  ^«  Pro vided^^  ^^  bey  ^ 

is  a  need   indicated   for  a  st ructu  ide.      It   is   in  these 

StSTSMS^  2£ti-W-  may  be  .,— 

to  serve. 

and  the  patient.   Patient  e ucati O"/"-  enance  of  health  commences 

£?sr,££?££  s r|er -rrr  ^fr«r:sf 

SSTiSS  to'cne'success^   r&tU-  Patient  elation 
program. 

The  following  factors  define  planned  patient  education: 

„  Programs  ate  "swished  ^J^t^S^S^^ 
iSLS^^SSl^S  in  institutions  and  in 

physicians'  offices. 

«-  t-v,o  nafient's  understanding  of 

2>  kss  dd=dertitrorph;nsicai  or  — 

disability. 

♦--loni-    (and/or   sometimes   family 
3)     2£S)  SlS^^S^^-  of  the  diaeaae 

or  disability. 
„     Prostata  involve  patients  with  disease  „r  diaabUities 

in  which  there  are  subs'ant"^g"UpaI.clcipate  in  treat- 

such  a  planned  program  than  without  it. 

Xt  should  be  clear  fro.  these  fou, :  factor     that  f^^U 
education  programs  are  distinct  from  general  heal  ^  prevention 

S&^g&tSZSSZZ?*.  Pianned  program  is  for 
patients  under  treatment. 

As  the  relationship  between  the  Prolan  andrt. ^'^ 
established,  the  physician  determines  the  patien 
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concerning  his  illness  or  health  ^a   -*, 

In  this  relationship,  it  is  L  'mbent  ZnllTK*  *^^   -eds. 
necessary  health  history  and  medical  in fn?  ^  P    ^   t0  Pr°vide  the 

the  prescribed  medical  regimen!  Adherence  to T'  "*  5  C°mply  With 
program  is  dependent  upon  the  patient^/    Prescribed  treatment 
of  his  condition,  recognition  oflt      ■      unde^tanding  and  acceptance 
daily  management 'of  his^prescribe^ It^T'T^   °f  hlS  r°le  in  th* 
health  services  provided!        „   ^  and  sat^f action  with 
education  program  can  enhance  quality  care!"  *"*  *   Planned  patient 

Reimbursement 

Planned  patient  education  is   a    i^^ 
patient   care,   when  prescribed  bv  1  ^gltlmate   reimbursable   item  of 
patient's   condition  and  substantiat^K1"1311'    aPProPr^te   to   the 
Planned  patient  education^shL^^li^iblllo"  "^  Patlent  ^^' 
the  varxous  health  insurance  and   other   third    f° r/eimburse*ent  under 

a   otner  third-party  payment  programs. 

Benefits 

"*«^  ^Z^1   ™  -e  and  can 

greater  part  in  their  own  treatment  can  re! J   *  Pati6ntS  t0  pla?  a 
of  trained  health  professionals  and  o?  hJ?^6  Unnecessary  utilization 
potential  benefits  such  as  cost  contaxnme^  ?**   facilitie^   However, 
and  improved  patient  morale  mav  not  £    ^ • shortened  recovery  time 
new  interdisciplinary  program  takes  M  "T"1"^*  achievable/  Any 
effective.  *  Program  takes  tlme  to  develop  and  to  become 
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approved  content  that  is  scienti?^!, dUCatlonal  "ethods;  should  have 

to  the  individual  needs  of  patients   '  """"^  a"d  Should  be  adaptable 

Objectives  need  to  be  clarified  af  ^ 
urn"""  f°r  measuring  their  achievement  Z""   3l°ng  "lth  Speclfic 
P-.T-  should  be  determined  by  l^'^S^ZV^SS^.^ 
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Recommendations : 

improve  effective  patient  education  be  continued. 
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5.   REPORT  FROM  SUBCOMMITTEE  ON  HEALTH  EDUCATION 

to 

HEALTH  INSURANCE  BENEFITS  ADVISORY  COUNCIL 

January  11,    1974 

National  Policy  fnr  Health  M„„ari.m 


factCLnTc\reaXly  1™  b1S  ^  ""  "h0Se  "~  -  "me.      This 
and  third-party .P^tL^-I^^ttr. 

dual^lf  S'ffi2St<2^  r^?  ~— «-  *«   ^ivi- 
encing  the  mortality  and  morbidity  o°  rt ""J"  risk-factors  influ- 
disease  and  accidents  -  two  of  our  f„         Amerlfan  People.      Heart 
be  traced  to  lifestyle.      £°tta  ease  of  .^  "J11"8  "  Can  usually 
important  contributing  factor       It  Is  probing'   llfest^e  *-  an 
emphysema,   cirrhosis  and  at  least   two  cancers!  """^  *"  ""  CaSe  °f 

butory  ^ieiiiTVzrc^Ti^itBreL  r primary « «-«- 

"m,   drug  abuse,   and  other  addiction       2 '   Xncl?dinS  obe*"y.   alcohol- 
pressure,   ulcer,   and  diabetes  '  mental  lllne^>   high  blood 

environ^^^olluSn^^r^^'oth"01  °f  1UneSS  "  dua  <°  ""edity, 
individual,   his  ability'to  cone  an^  r  ?T  Dey°nd  COntro1  °f  •*• 
depends  on  his  lifestyle  6ad  a  reas°nably  normal  life 

imporr:„L01f^t1e1reduca:i:„^darirntehaVl  ***  *•——  tha 
In  recent  years,  more  and  more  hospitals  anTc  Pa"-°f  Pa"ent  Care" 
haye  developed  organized  patient  education  1  ""^  h6alth  Centers 

patient  care  and  discharge  procedures     T/8"""8  3S  Pa"  of  routlne 
extended  these  programs  to  ^S^^T^T  reCSnt1^   some  have 
the  hospital's  community  or  service  »~  "^-Patients  living  in 

addictions  and  other  high-risk  f It?         ?'   esPecla"y  those  with 

high  risk  factors   for  coronary  and  other  diseases. 
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and  cue  release  o£  its  Report  in  October  1973  are  evidence  of  the 
growing  national  commitment  to  health  education. 

HIBAC  welcomes  this  Report  and  acknowledges  with  appreciat Ion  its 
contribution  to  definition  and  development  of  natronal  policy  In  this 
long-neglected  area. 

HIBAC  also  notes  with  approval  the  demonstration  project  ^h£P££ 

reported  to  this  Council  November  16,  197  3. 

or-  -it-  is  clear  that  health  education,  as  a  professional 

and  accomplish  the  goals  of  the  President  s  effective  component 

demonstration  project,  l^™^*^]^^   cri"ria  and  methodology 

of  the  health  care  team  with  defined  goals,  and  cr 

for  evaluation  of  progress  taw«d  these  goals.   It  -    M ^ 

day  for  the  advocates  of  health  education  to  try  to  ^eii 

sSply  as  another  well-meaning  effort  to  solve  the  U.S.  health 

crisis." 

In  the  words  of  the  CMDNJ-RMS  statement  presented  to  this  Council, 

The  value  of  any  health  education  program  — 
whether  a  multi-million  dollar  national  Program 
or  a  single  project  costing  a  few  hundred  dollars 
mUst  ultimately  be  judged  not  on  the  basis  of  the 
size  of  the  budget,  the  number  of  classes  held, 
pieces  of  literature  distributed  or  other  input 
data  but  in  terms  of  actual  consumer  behavior ^ 
modification  and  outcome  as  measured  by  objective 
indices  of  health. 
The  general  thrust  of  a  national  health  education  policy,  at  this 
time,  should  be  along  two  complementary  lines. 

i.  Encouragement  -  by  means  oi  financial, _-chnical  informa-^ 

2=^^^^2M^-«  — tion  and  8eneral 
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cTb1:  ctu":n;tn:dlally  ln  settings  whe«  ™»»***  •«*»«« 

a  condlt^0oUfag8een:"L"robLI'esSame  ""J  "  »d  --tence  on,   as 
other  actlvitlef  des-Led  ?o  LS.PP°r^   °f  tralnin«.   evaluation     and 

Recommendat  ions 

ctaiSLTSL"  S'S^iS'S-SriS:  Dtr; Saward>  Ac"ng 

addressed  Itself  to  two  specific  issues:  "  ""  Health  Edu««™ 

hospital-CD^r^attnre1uc^omnerandy  *""*  "*  «*-  °f 
Co™itteeffiPlementa"°n  °f  the  maJ°r  recordations  of  the  President's 

Reimbursement 

Committee^  ^  ^  aPPr°Val  the  -commendation  of  the  President's 

insurance.'™  8°Vernment'  Prepayment  plans  and 
serv,>p!%   TieS'  WhiGh  Pay  for  health  care 

health  p/  J    ln  th6lr  P3^^8  ^e  cost  of 
health  education  to  the  patients  involved  (Reports, 

We  have  also  consulted  with  the  staff  nf  ^   c  ,    , 
Administration  and  the  Medical  Servicpf L        °Clal  Security 
received  the  attached  letters  from  Mr %^ministratio*  and  have 
of  Health  Insurance  Soc  a  l!  ^   i,   ney>  Director,  Bureau 
Commissioner,  ^L^^Z^^^*^   -  *"  N— 


i.  ' 
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With  respect  to  Medicare,  the  principal  points  set  forth  in  Mr. 
Tierney's  letter  may  be  summarized  as  follows: 

1    Institutional  and  home  care  patient  education  programs  which 
are  an  integral  part  of  the  treatment  of  illness  and  injury 
are  reimbursable  under  Medicare; 

2.   Programs  which  are  purely  preventive  are  not  generally 
reimbursable; 

experimental  basis  even  though  they  may  Involve-preventxon. 
Ihe  Subcommittee  believes  It  would  d»Ud«i. able  for  Medley 

Se  vSes rhowevetrwe'teeo^e  the  onstrain. ,  of  th e  present  !.» 
and,  within  these  "-»^ts'  ^'^/for  Medi  are  reimbursement. 
E  particular'  dweaarenpl .^oT  pol^t.  the  advocates  of 
^education  to  conduct  additional  pilot  experrmen  s  « -£ 
demonstrate  health  education's  potential  for  greater 

With  respect  to  Medicaid,  in  addition  to  reimbur "-f<*£r1"tte" 
tion!  and  home  care  educational  programs  there  are  *ree  other 

^^^""l^^rrlarrthrouruKC-nrrougn^Erneighborhood  health 
e ^ITZ^SZlZ*   on  the  basis  -  an  all-inclusive  rate,  or 
£0r  children  -ached  through  the  Ear  y  '^^  J^U 

Diagnosis  Program.   In  ttie  latter  <_d&  , 
actively  encourage  related  educational  programs. 

i    ™at-  HTBAC  recommend  to  the  Secretary  of  H.E.W. 
Recommendation  1.   That  HIBAL  recomme       _oints  be  formulated 

t^^S^Z^ZS^*  S  aviate  providers 
and  third  party  intermediaries  and  carriers; 

9   Thai-  all  appropriate  governmental  health  and 
Recommendation  2.   That  all  appropr     b         consumer  repre- 

insurance  departments  and  af —^^^^^fso  that  consumers  may  be 
sentatives  be  informed  of  these  possibilities  so  tnau 
alerfed  to  this  service  and  their  entitlement  thereto. 
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President's  Committee 

presenting  both  the  publlc  and  X£\££  S^  22^ 

-re  effective  and  L'rTef  ££?" (Re"^ ■  ^  h6alth  ^i0" 

withW6elpilftoSU^P:ar„i:aVeioynaoSr^  °^  ^  Crlttee'S  ^emendations 
that  the  concent  of a  "focS  1-    ?S  """"-l  Center"      "e  do  believe 
involving  creacion  o     a  h  gh-Lve     Office8  l??1*™"0*'  ^^ 
"ithin  H.E.W.    to  be  responsible  ?„,-!•        Consumer  Health  Education 
the  existing  health  °h!        f°r  coordinating  and  upgrading  most  of 

Department.  education  programs  now  scattered  throughout  the 

In  general,   however,  we  believe  rhai-   >-i,„„  .. 
with  more  clearly  defined  reimbursement  regular ^.""TV  """^ 
wayward  helping  to  establish  an  e^lT^^lZ  !VjZ 

esJtZ™TTsLn  a^possibL^^^r  l",**  "~~^  °f  «* 

Health  Education.  P^^ble,   of  a  high-level  Office  of  Consumer 

Recommendation  4.      That-   htrat   -~~~  i 

formulation  and  submission  to  the  ™         **  '°  the   Secretary  of  H.E.W. 
legislation  authoriz  SHs  taolisLe^r 'm"8  • 'T  aS  P°sslble,  of 
Education  with  supporting  funds  aW  it  *  Natl°nel  Center  for  Health 
by  the  President 'PPCo™ictefeUnodn  M„S  """ 

to  co^tinrr^^rk^ith^thelec   'j*0""*""  *  ^^  *>  >™C 
Health  and  Scientific  Aff  tl     %?  ^  Asslstant  Secretary  for 

insurance,   the^o^sioner'of     he  £££%£  ?"  'ST  °£  ^^ 
and  other  appropriate  nublnV  La        •  ,    Services  Administration, 

of  these  recordations  PrlV3te  l6aderS  ±n  the  ^mentation 
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6.   BUREAU  ON  HEALTH  INSURANCE 


Mrs.  Anne  Somers,  Director 

Office  of  Consumer  Health  Education 

College  of  Medicine  and  Dentistry 

of  New  Jersey  —  Rutgers  Medical  School 
Piscataway,  New  Jersey  08854 

Dear  Anne : 

This  is  a  statement  of  our  policy  we  prepared  in  accordance  with  your 
recent  discussion  with  Bob  Hoyer  concerning  Medicare  reimbursement  for 
hospital-based  consumer  health  education  programs. 

While  the  Medicare  law  does  not  specifically  identify  patient  education 
programs  as  covered  hospital  services,  our  policy  is  that  rexmbursement 
may  be  made  under  the  program  to  the  extent  that  the  programs  are 
appropriate  parts  in  the  rendition  of  covered  service   Covered  services 
must  be  reasonable  and  necessary  to  the  treatment  of  the  individual  s 
illness  or  injury.   Working  within  this  framework  the  program  has  helped 
pay  the  costs  of  various  types  of  educational  activities.   For  example 
under  the  renal  disease  provision  of  the  1972  amendments  rexmbursement 
is  made  for  training  necessary  to  enable  patients  to  dxalyze  at  home. 
Similarly,  educational  activities  carried  out  by  nurses  --teaching 
patients  to  give  themselves  injections,  follow  prescribed  diets 
administer  colostomy  care,  administer  medical  gases  and  carry  out 
other  patient  care  activities  -  are  reimbursable  as  part  of  covered 
nursing  care.   Similarly,  the  instruction  of  a  patient  in  the  carrying 
out  of  a  maintenance  program  designed  for  him  by  a  physical  therapist 
is  reimbursed  as  a  part  of  covered  physical  therapy. 

Where,  however,  the  educational  activities  are  not  closely  related  to 
the  care  and  treatment  of  the  patient,  such  as  programs  directed  toward 
instructing  patients  or  the  public  generally  in  preventive  health  care 
activities!  reimbursement  cannot  be  made  since  the  law  limits  payment 
under  the  program  to  covered  care  which  is  reasonable  and  necessary 
to  the  treatment  of  an  illness  or  injury.   For  example,  programs 
designed  to  prevent  illness  by  instructing  the  general  public  m  the 
importance  of  good  nutritional  habits,  exercise  regimens,  and  good 
hygiene  are  not  reimbursable  under  the  program.   I  m  sure  that  no 
measures  are  taken,  however,  to  identify  and  eliminate  the  cos :  of  an 
occasional  lecture  for  the  benefit  of  patients,  staff,  and  publxc  on 
general  health  matters. 
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pro :::  un°d:  arLsiss advantage  in  ««*«»«  «*. 

which  authorizes  LLe^taryto^ar10118  of  ™>^   L-  M-603, 
covered  under  either  Medicare^ Me^d^     SerV±CeS  n0t  nW 
that  you  get  in  touch  with  Mr.  Ronald  H  r«rl   Y°U  agree'  J   "commend 
Division  of  Special  Operation*   u      u   ?'  Carlson>  the  Director  of  the 
program  e^perLe^t^ct^tlS'ln  the  r^8"^7  f°r  °Ur 
him  a  copy  of  the  material,  so  he  \£i  £  5  ???"   *  haVe  already  sent 
in  the  event  you  should  call  hi™   ^      familiar  with  the  matter 
301,  594-8000  *   He  Can  be  re*ched  at  area  code 


Sincerely  yours, 


Thomas  M.  Tierney 

Director 

Bureau  of  Health  Insurance 
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APPENDIX  G 

A  DEFINITION  OF  THE  VARIOUS 
LEVELS   OF  MEDICAL  CARE 
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A  DEFINITION  OF  THE  VARIOUS  LEVELS  OF  MEDICAL  CARE 


Source:   39  Federal  Register  28,  7/30,  August  9,  1974. 

Section  57.2202,  Definitions,  paragraph  j,  Primary  Care: 

^!i^aCtiCe  °f  Prlmary  Care  means  the  Provision  of 
health  services  characterized  by  the  delivery  of 
first  contact  medicine,  the  assumption  of  longitudinal 
responsibility  for  the  patient  regardless  of  ?he 
presence  or  absence  of  disease,  and  the  integration 
of  the  physical,  psychological  and  social  aspects 
of  health  care  to  the  limits  of  the  capability  of 
the  practitioner.   For  purposes  of  this  section 
primary  care  shall  include  the  fields  of  general 
practice,  family  practice,  general  internfl  medicine 
general  pediatrics,  and  general  obstetrics  and 
gynecology. 

dLT^nri^ the  BuLu  °f  --'is^r 

/Secondary  care_/  .  .  .  may  be  defined  as   res 
to  health  professionals  in  the  primary  (or  tertiary) 
care  sector.   Patients  enter  it  by  referral  havtop 
unusual  or  complex  problems  which  are  often'      § 
diagnostically  and  therapeutically  poorly  defined. 
The  knowledge  and  techniques  of  the  consultant 
sector  are  intermediate  in  generality  and  breadth 
Characteristically,  they  are  oriented  to  disease 
process  of  illness  (rather  than  to  health) 
Secondary  care  generally  involves  not  only  the 
classically  educated  specialist  but  also  the 
subspecialist. 

For  completeness,  tertiary  care  is  defined  as  a 
resource  to  the  primary  and  secondary  care  sector. 
Patients  enter  it  by  referral,  because  of  the 
complexity  of  diagnosis  and/or  treatment.   Tertiary 
care  services  are  accommodated  at  the  frontier  of 
scientific  and  therapeutic  advancement  and  are 


1 1 


CI 

k 

I] 

idi  -I-  * 


fistR 


257 


■■I 

1  i 

■ 


closely  linked  to  biomedical  research  and  its 
application.   Because  of  their  nature,  such 
services  are  often  regionalized  and  require 
specialized  equipment  or  highly  specialized 
teams  of  health  workers.   When  a  distinction  is 
made  between  primary  and  specialist  care,  both 
secondary  and  tertiary  care  are  included  in  the 
latter  category. 
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DISCRIMINATION  PROHIBITED  -  Title  VI  of  the  Civil  Rights  Act  of 
IV64  states:  "No  person  in  the  United  States  shall  on  the  ground  of 
race,  color,  sex,  age,  or  national  origin,  be  excluded  from  partici- 
pation in,  be  denied  the  benefit  of,  or  be  subjected  to  discrimination 
under  any  program  or  activity  receiving  Federal  financial  assistance." 
Inerefore,  the  National  Commission  on  Diabetes  Mellitus  like  every 
program  or  activity  receiving  financial  assistance  from  the  Department 
of  Hea  th  Education,  and  Welfare,  must  be  operated  incompliance 
with  this  law. 
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PREFACE 


October  so  as  to  review  thoroughly  the  statl'  ?*?"•  SePterab«>  and 
txon  on  diabetes,  and  to  prep.™  a  set  of  '     '"?  "rt  yarding  educa- 
respond  to  the  present  needs   In  doin.  f  reco™end«ions  which  would 
medrcal  schools,  professional  societies  vol ,"U!Stlonnair-  -re  sent  to 
the  affiliates  of  the  American  Diabetes 'aI^7  or8ani2"ions,  and  to 
six  public  hearings  gave  us  a  c       1   °  J    v'   The  ^"monies  *» 
Professionals,  the  patient,  and  the  nubMc  »   '  the  needs  of  the  >»«lth 
treatment.  tne  Publ«  are  regarding  education  and 

The  final  report  consists  nf  *u 

state  of  the  art'and  outlines  the  -co  ^f   the  firSt  rev-ws  the 
be  used  to  fulfil!  these  recoi^ndlt W^"008  ^  the  aPP— hes  to 
efforts  and  resources;  and  thHhird  H'-i    SeCOnd  reviews  the  current 
recommended.  ne  thlrd  details  the  specific  projects 

The  Commission  is  indebted  m  aii   * 
enthusiasm  and  dedication  in  order  to  nL^  C°nSultants  who  worked  with 
provxde  an  answer  to  the  needs  in  education^  *  "T^  "h±Ch   *"«■*"  to 
community  in  general.  education  regarding  diabetes  in  the 


Din 

,r. 


Lillian  Haddock-Suarez,  M  D 

Member,  National  Commission 'on  Diabetes 

Chapman,  Committee  on  Education 
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li___INTRODUCTION 


Patient,   and   the  public  s t " "centrist  f"  h?alth  Professionals,    the 
and  quallcy  of  llfe  of  the  ^l™^  jo  improvement  of  the  care 

the  Committee  reviewed  mnoh  of  the  a™  Mai      i-        meetlnS  "s  charge, 

in^3     °an.ln  dlabeteS  ~"itus.    tra«cripte%       eratU"  °n  treatment 'and 
mgs  on  diabetes,   and  workgroup  dlutt     P  ™  Some  of  the  Public  hear- 

experts   in  the  fields  of  e  W"S  by  «»«rned  and  interested 

Psychology,   evaluation,   andtealth  care'delivery:03"011'   <°™™^°T 

to  asTstsf0„"e0Llna8nrdev0efloapSSgUSs10noSb?elded  *"  C°-ltt«  *»  «°  attempt 
coherent  and  comprehensive  progr™  of'TrJ™*'  "**  reco~^datlonS  for", 
education  in  the  area  of  dia'betes  mellitus  °na1'    Pa"ent>   and  P"*"c 

1.   Individuals  should  receive  a  i„„  ,      c  , 

^r  physical  needs  •ST^X^^^/"1'-*'  " 

2. 


3. 


Salth^re^to^^tt'pa'tie's?*68"1  "*"  °f  ^   de"-ry  of 

Health  education  lowers  health  ,-„ 

emergency  room  clinic  visits  ana  h^  ""llza"on  such  as 

a  reduction  in  total  health  care  cost     ^   """"  reSults  *» 

fc-£  ^e'oI^I^X^tittr/3  -  ™  *-  -re  and 

Suca^  *-•  -  -5 - ^  -nowing^^tfdi^t.  ^  ke- 

To  ensure  that  everv  ri-ink  <- • 

adequate  education  as  £rt  o'f  hWher  th'  ***  "^  are  "^n 
the  patient  with  diabetes  iJve  w  i  ,•  ^  in  °rder  to  h^P 
an  active  role  in  his/her  care.        ^  dlSeaSe  and  assume 

To  improve  the  knowledge  afc-fiio 

professionals  who  deliver  the "ealth  Z"1^8  °f  the  health 
and  to  generate  new  manpower  to  care  f    °5  the  diabetic  Patie^ 
with  diabetes.         P     t0  Care  for  and  manage  the  patient 
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2. 
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,pnnate  level  of  public  knowledge  concerning 
3.   To  ensure  an  adequate  level  op        functional  understandxng 

problem. 

i-  «f  Its  charge  and  consistent  with  its  goals,  the 
Co  Jttee'onlducation  identified  the  foiling  broad  objectives  on 
which  to  base  recommendations. 

tively  care  for  the  patient  with  diabetes. 
2.   To  generate  adequate  numbers  of  health  professionals  specifically 
interested  in  diabetes. 

,.  hpfir  natient  is  given  adequate  education 
3   To  ensure  that  every  diabetic  patient  x*  B 

as  part  of  his/her  therapy. 

9(1pnnate  level  of  knowledge  concerning  diabetes 
U       To  ensure  an  adequate  levex  ui        o 
among  the  family  of  the  diabetic  patient. 

5  to  ensure  that  educational  approaches  are  tailored  to  the  indi- 
vidual needs  of  the  diabetic. 

Acn^t^   level  of  public  knowledge  concerning  dia- 

6  To  ensure  an  adequate  level  oi  \> 
betes  as  a  health  problem. 


II, 


-^^RY_OF^ECOmENDATIONS 


«*  AlTZZ^Z  tlth£\%  -"-  -*  Abates   Uve 

1.   Improve  the  knowledge  skill*  a  ^ 

sionals  to  provlde  ^^  "^"^  °* .^   health  profes- 
nellitus.  care  tor  the  patient  with  diabetes 

"   SSSL&  invested  H:S  "  — *  ^eseioeais 

'■  si^i^^s?™-  ~-  -  ~h 

"  ^^'E^s^**^-  —  -*  socio- 

7-      Evaluate   the  effects   nf  a* 

^d  self-^ageaent     °f  ed-«ion  on  diabetic  patient  behavior 

8.      Develop  and   evaluatP   qh 

genera!  non-proressionaiTb^anTr1*"8  ^  Pr°gra-  for   the 
relate   to  diabetic  patients  r     sPeclal  Publics"  who 

tS^^^S^^T  Te—   — tion  effort 
Co^xttee  has  concluded  that   the^rt  'should': ""   ^^  ^ups?^ 

•  Utilize  a  wide  varietv  of   „ 

«... ....  ,.„„«  .,'.trr;;;;.';';;,s;;s-  "d  *h™- 
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lo^fv  and  correct  misinformation  and/or 

.  utilize  accurate  Information  for  widespread  dissemination  as  a 
part  of  a  national  effort. 


■  •IS.*" 

•/•■>v 


III. 


^^^^^^iJmmsiomLjmATioN 


A. 


m^um3KM^smm_gLImmLMMS 


^»:srs  sr^'thir  ™  a—  - 

eration.   These  relate  to  cognitive  and  tit- I  ,       ""^  areas  of  c°nsid- 
and  materials.   Forthermore^the  problemf    dlMl  faCtors>  Personnel 
or  distributive  in  nature.  *In  tS^^S^^T"*"""- 

1.   The  knowledge  qlr-nio  -,  j 

-liver  health  ^^tSSr^^SaTSry-  "" 

"j-iueces   are   inadequate. 


2. 


There  is  a  shortage  of  healt-h  m* 

in  diabetes.     §     health  manP™er  specifically  interested 


groups. 


the  varxous  professional 


B*   ^^USSION__OF^ROBLE^M 
The  following  disc 


elements. 


ussion  will  dissect  and 


amplify  each  of  th 


ese 


The  vast  maioritv  nf  js~u   ^. 
receive  their  care  from  prifar Zlt ,?""%   fa  the  United   States 
ducted  toward  crisis  clreTlL ?%" "l™    ( X   I      The  —1  care  is  mainly 

-£—  Ufe  and  health  e^efcTo^  STS^^^"^ 

diahetic^tiPehnts1CinantShe?rUr:aerioausd  fT"*"3  Wh°  Sh°U"  "e  teaching 
than  adequately  informed  "bout  h^k  ^  a"S  "lth   them  ar*  often  lesf 
found  large  gaps  ln  basic  kno^le"^^3   ",fselv«    «>•      EtzwiLr     3) 
students,   „lth  less   than  halTposs8essaLg  a  b"  -***  saai"  nursing 

betic  dxetary  principles,   and  a]  so  f       8  \basic  understanding  of  dia- 
ently  unaware  of  the  correct  folll       "g  P^slc"ns,   who  are  often  appar 
m  diabetes  detection  drives        UuP  needed  for  elev«ed  blood  sugars 


: 

I 
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I 
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With  respect  to  th e  — e ^^^^^^^  v^ 
Diabetes  Project  of  th%Nort^fC"°^fbef ore  conducting  educational  pro- 
tested a  large  number  of  staff  ^sesbeto  (average  score  of 
grams  and  found  that  scores  ™n*?d*r*     laddered   to  be  ext^emelv.basic 
approximately  68%)  on  material  which  was  consider 
information  about  diabetes  (4). 

Dietary  management  is  Senerally  considered  "^^Y^Term 
day-to-day  control  of  diabetes,  to  weight  e^;  a^  t0    the  requlred 
nutritional  well-being  of  the  person  with  ^abetes  bllshed 

dietary  modifications  usually  rmpos ma:or  changes  ^  ^^  ^ 
eating  habits  and  lifestyle,   as  weii        llng  ls  basic  to  success- 
composition  of  food,  -f^flfll^ll   Tgreed  to8be  a  cornerstone  of 

^rpr.:^^^ 

riJrrolrore^ifgLrSrrLo  motivation  in  this  area  (5). 

though  studies  have  not  bee  ^^Z^^gS^ 
and  skills  of  physicians  and  dietitxans  as  ""*  st.udies 

of  the  diabetic  patient,  i"d»\cV  ^^eage  and  skills  to  adequately 
indicate  that  professionals  lack  the  knowle dge  an  self-manage- 

inform  the  patient  about  the  ™P°»ance  °f  "utri  «sPondents  in  one  survey 
nent  of  diabetes  (6) .   For  -stance  22/.  of  the  r  p^      ^  ^  a 

£j  fut^r  roue:  ?rii  fi  syrsr-^  -  r"- 

usf  it-while  Z?&5   r  totaiaslmr  sL/that  they  followed  their 
diet  (7). 

These  gaps  in  knowledge  may  lead  "attitude^  the^of 

ha;atny  ^l%Ttlr^tr^^^   — -  and  disorgani.atron 

in  the' diabetic  patient's  lifestyle. 

rtAt  physicians'  attitudes  about  diabetes  have 
Tbere  is  evidence  that  P^8"***  education  ("All  I  want  my 
underestimated  the  importance  of  patient e  ^    llcatlon 

patient  to  know  is  my  telephone  number   )  ^  ™     and  the  detrimental 
of  the  principles  of  preven ^-e  medicine  to  diab •     ^  (9) .   Inap_ 
relationship  between  emotl°naV*Wemons«ated  by  physicians  in  indus- 
propriate  attitudes  have  also  bf n  .d^S"a^ate  motor  vehicle  depart- 
Ptrial  medical  Apartments  and  physician  on^state^  ^  ^^     ^ 
ment  review  panels  as  to  the  capacity      diabetic  patient  has  been 
motor  vehicle  operators.  7°'  ^^r^o  sSf  or  others  (10).   It 
likened  to  the  epileptic  in  terms  °f  £«8««     are  operative  in  the 
^S^^^^S^^^^   attitudes,  but  lack  of 
knowledge  may  be  basic  and  contributory. 


j-^23*52^t£~SS  ?-  ■»■— *  gaps  of  the 

ing  professional  education  cour       e  l    I"6111'-  through  continu- 
For  example,  the  AMA  reports  that  In  I975  7,°  S  "'  ,the  Un±ted  State=- 
will  be  given  in  the  United  States    „!,!     "early  A'862   courses  In  CME 
on  diabetes  mellitus  are  scheduled'   L     '  °nly  M   CME  P^mms  (-0M) 
second  leading  health  problem  In  the   ,   aSSUme  that  ""betes  Is  the 
being  offered  to  the  practicing ^  Physlc"n°?'  ^  ""le  °PP«tunZty  i. 
eepts  regarding  the  diagnosis  LT™^   oT^e'tlT  '  °f  ™«  -- 

Mes  p^:ssWiornka8rmUePdiceani  tSSSS^T   'S  ^  ^  -*"»  — 
to  obtain  information  regarding  topics  o^  and,V°lunta^  health  agencies 
tt  *?  continuing  professional  education  00      *  mellItus  being  offered 
to  has  questionnaire  suggested  that  tw»     S'   The  llmlted  response 
societies  that  do  not  offer  conti!       !  3re  a  number  of  state  medical 
of  the  efforts  in  profession^   lnUlng.medlcal  education  programs   Mo^ 
-llitus  are  conducted  "der  h ^spices  TV'  ^^   -  "abates 
Association  of  Diabetes  Educators   L,    ?  the  ^  or  American 

-  Endocrine  Society  ana  tne^rican^  ^S^^^ 

A  limited  number  of  staf.  a„ 
sional  education  programs.   Such  „      meMS  °f  health  conduct  profes- 
Jersey  and  the  Puerto  Rico  Departmenf   f   2"  °elng  conducted  by  the  New 
direct  involvement  of  physician "   °f  Health-   Aa  a  result  of  the 
cation  programs>  a  demPJ  f^lnV^Z  case  finding  and  public  edu- 
cians,  nurses,  dietitians,  and  others!  f  Pr°fessionals  (including  physi- 

-e  Department  of  Health  S"T ^to\ J* -»«  *  -  ^sey 

While  numerous  courses  a,-0  „,• 
"■ftic  evaluation  of  the  impact  of  th      °r  the  Professional,  no  syste 
the  subsequent  patient  care"  have  been6  a^TTa0"  Pa"ent  behavior  and 

P^~-1^^S     "aT--"--=nVS 
Pnete  educational  evaluation  .k^^^riS^  A^ 

-dical  S^.Sf  SlS  dt^t68'  SP°nS0"d  ^   diversities 

be  skewed  toward  the  presentaM  departments,  the  ADA  and  others  tend  to 

research  studies  at  tL  expense  of  °d  C°mPleX  Cellular  concepts  end 

di  eLesrmltcthe  Prlmary  «- t  °affordebetCeraCtiCal  ^"^  Whi<* 

aiabetes.   Courses  tend  to  compete  with  !  V   u    °are  t0  Patients  with 

Ton     7  Slaim  malnly  t0  their     i    t  "  ^.^  the  Same  audiences 
txon  credits  by  the  AMA.       ^gibility  for  continuing  medical  educa- 
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Because  the  quality  of  the  diabetic  patient's  life  and  health  is 
related  to  his  skills  and  knowledge  of  the  disease  and  those  -1  -manage- 
ment  procedures  which  are  responsible  for  the  level  of  drabe  es  control 

SoSiTSSi  -e  -i-=-s,it5-?5^^a :  r0f  ftf  rc^te 

its  treatment,  its  complications,  and  trie  preven^ 
complications. 

The  Workgroup  was  also  concerned  about  the  teaching  on  diabetes 
mellitus  and  related  endocrine  disorders  in  medical  training.   In  this 
rewiS  a  questionnaire  was  sent  to  all  medical  schools  in  an  attempt  to 
define  the  cu  riculum  being  offered  in  diabetes  and  related  endocrxne 
disorders   The  response  was  very  poor  as  18  divisions  of  endocrinology 
resnonded'  ouf  of  U5  medical  schools.   From  the  limited  responses,  we 
can  say  that  every  medical  school  has  its  o«n  general  curriculum,  some 

of  wnich  a^e  integrated,  but  that  in  the  -J^t^e^"n  th^" 
fragmented  or  unidentifiable  instruction  on  diabetes  per  se  in  the 

curriculum. 

The  Workgroup  was  also  concerned  about  the  teaching  on  diabetes 
mellitus  in  nursing  schools.   Undergraduate  nursing  education  is  now 

B^ti-i  ssjs.'s:  t-x^z  sstvsl 

to  determine  this  would  probably  yield  ineffective  results.   It  is  also 
record  that  professional  education  on  the  undergraduate  level  must 
of  necessity  be  of  a  somewhat  general  nature  emphasizing  the  principles 
and  Tories  underlying  the  functions  of  the  profession.   The  same 
applies  to  other  professional  schools. 

2   There  is  a  shortage  of  health  manpower  specifically  interested 
in  diabetes   Tne  need  for  health  manpower  has  b^en  a  topic  ot  Paramount 
interest  to  legislators  and  health  educators,  especially  in  light  of  the 
possibility  '^legislation  creating  a  national  health  insurance  plan. 

initially,  it  was  thought  that  the  "health  care  crisis"  could  be 
solved  by  simpl/increasing  the  number  of ^icrans   However,  threes 

^t^l^X^^^   «  ^i  trib ti on  and  over  production 
of  specialists.   Inappropriate  distribution  has  led  to  a  =P«sxty  ot 
physLians  in  rural  -eas  and  in  the  rnner  -y^ATso,  therms  good^ 

redi:riesubs;Uefiealistsasuchers  cardiologists  (13,  U) .   Since  the 


one  must  conclude  that   the  probl^^f'"?  ^  Pr±maz*  ca"  physician. 

Production  of  specialists  have  e^trib  7"lstri»ution  and  °^" 

care  of  the  diabetic  patient    (1)  C°  the  "effectiveness  of  the 

J        of  the  ^r^^^s0f^h:cLettrs  "— «»  <-  1974  membership 
distribution  of  physicians  speclfl^!??5?!"8   *"'   there  "   "deed  a  Ll- 
xnstance,    out  of     2.363  nmfl!-        ?     y  interested  in  diabetes        yrr 
could  be  accounted  foTin^lvTs^ol  f  ^  "*•    <**  »  meters 
fnr  5-    Kk°ta'    3nd  N°"h  Dak°ta    (15)        nsinf  Wy°m"8>    Montana,    Idaho, 
for  diabetes,    these  15  physician,  L   i/l  S       Prevalence  rate  of  2  57 
nearly  70,000  diabetic  patients       TnTs     be  "sP°nsible  for   the  care  of 
dxabetes  patient  ratio  of  1  in  4  6M        t°""  be  a  diabetic  specialist/ 
cxans  are  registered  with   the  ADA     L  ,     C*li£°™™.    in  which  209  physi- 
Patxent  ratio  is  1  per  2,000pTiLls    alT^.^^^^^c 
approbation  of  the  impact   tLtTzU^™^™^*  °"ly  a  "ugh 
The  data  must  be  qualified  beca™^  °n  has  on  diabetic   care 

of  the  ADA  nor  are  all  of  its  Proi   ™i        ,    end°crxnologists  are  memoes 
dxabetes  and  endocrinology  and  practlc?         I"6"*"8  ^specialists  In 
does  suggest   that  maldistribution  of  nh8-PhySlCianS-      «»«'«.    the  data 
nifxcant  role  in  deliverv  „  "         Pnysxclan  manpower  may  ollv  T  = 

Patient.      Other  datable  clTllZlTt^  ""  t0   ^  diabeT  c"8" 
Vanderbllt  University   (17)        t°     examined  has  been  collated  by  Felt,  of 
current  diabetes  -npow^situaUYin^  A"***  an  estimate"  of     he 
the  American  Medical  AssociaM™     "t  973,   he  "viewed   the  census  of 

American  College  of  Physicians  ^he        't^^  "St  °f  Physicians  of   the 
Association,    the  Endocrine  Society     z^T^  "*  the  toerl<»»  Diabetes 
Amerxean  Board  of  EndocrinoWylnd  n"ah  T  nuBber  °f  DiPlomates  of  the 
there  were  at   that   time  approlLatelv  f  nno"'      HiS  flgures   indicate   that 

2  5W  d"     w"ffiated  5'000'0°0  dia\e  L  ;atLetsPerS  *"  dUbete»  for  che 
A500  dxabetxc  patients).  Patients    (one  diabetes  expert  per 

States     tnera\ne\^1tr:iyPTorooatcltr.Prrrt   *"  *  -  ««- 
xsts  who  spend  an  estimated  107     IT     ?llr'"al  dietitians  and  nutrition- 
Patxents.      This  represents  the     "iva,"  'T  *?  tbe  teach"8  of  diabe"ic 
teaching  nutritionists  in  the  entire  C0Untry  Ts/.    6°°  fUU"tlme  dlab"es! 

rrn  . 

regularly  de'vott  T^TotTrti^Tt^Tr  Z£°  "*"  °f  nu"«  "ho 

^rseT^^^^^ 

cant  nnmber  of  diabete^^-pecilSLtSt '  £?  "*  »  ^« *- 

-power tlSt  22.^.^  ««   -ere  is  a  shortage  of  qualified 
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u   -ooo  of  nrofessional  educational  materials 
tallored_to_rtej>eed^0^ali2^^  educational 

standard  textbooks,  there  is  a  shortage    P   lncludes  books,  pamphlets, 
rcaterial  on  diabetes  for  P«£«sionals.   This  inc       able  Mterlals 
audio  and  audio-visual  materials,  and  ^es.  nce  and  are 

tend  to  be  aimed  at  a  single  level  of  Profession      P   dlabetes  spe- 
thus  unsuitable  for  family  P™ct"loners  and  internist    workers,  and 
eialists,  endocrinologists   "«""'  "^"tSalty  -edical  journals,  whose 
others.   The  same  complaint  pertains  to  SP^    y  practical 

manuscripts  generally  relate  to  research  results «   essentlal  that 
clinical  material  for  the  physician  or  nurse.   It  patlents  and 

health  professionals  pelves  bec«.  preyed  to^  ^  ^ 
rP.Sr«-S^»S-  »  V- .of  --tican  Mabetes^ssoci- 

'rs^srssst^-ssrs  &:  ££  m *. «~  spates  - 

Canada  (2) . 

Although  it  is  estimated  that  three  milliot dollars  1, ,  being ^ 
spent  annually   for  P«£-^   ^   repared  nudef  these  auspices,   en 
STS^lSi^rSS  S"SSUi  or  in  Patient   care  has  not  been 
evaluated. 


FUTURE  DIRECTIONS 


1. 


C'   Having  identified  these  problem  "^^^^X^^^^ 

sfflr&  rrkgr^onTro-sUri  e^-s-l-  *.  «**, 

specific  objectives  and  approaches: 

betes  mellitus. 

a.   Objectives  for  medical  Passion:  medical  £*»«. 

»   Jff^^^-SISrrS^S:  if  Prolans 
to  treat  diabetic  patxents: 

^   Offer  courses  on  diabetes  for  all  health  profes- 
a>   sionals  in  the  Diabetes  Research  and  Educate 
Center; 


10 


d) 


b>    Srb^hecX^f  iram11Lgtmedlcal  educa»°" 

voluntary  and  professional  societ'es?  "*   by  °ther 

c)   Encourage  medical  school  a   t-«  „i 

in  the  CME  of  healtf  p^fe^^  Param°Unt  ^ 

S'^dtrinZLTiou8  in  a  coordin«ed  *«°« 

Pies  and  Including  a  self-assT"8  educati°n^  Princi- 
-<■"&  a  aeir -assessment. 

2)  Attempt  to  positively  influent  h.. 

dan's  attitude  concerning  diabetes6:'""101118  P"ySl- 

orolLeii  s^^ass  ,by  rr*1'  teieph°-> 

tatives  (Opinion  Research  r*.  professl°nal  represen- 
Analysis,  Gallup  £lT£\t^atio»'  *"?«« 

Programs  ,f  continuing^!  eduttlol '°  "^  SPeC"« 

Sfth^ir^tLdle^d^lL^1^-  *  d"- 
including  diagnosis8!  preventive  LT  ^  diab^°> 
crisis  management  and  Tl  t         ^dical,  and  acute 
term  complications.        '"atment  of  the  long- 


4) 


Assure  that  physi 


clans   training  in  either 


crinology  or  diabetes  are  proved  "™ *Cltalcal  "do- 
ing in  both  fields:  Pi°viaed  with  adequate  train- 
Assure  a  broad  exposure  of  th-  i-r,< 
with  diabetes  and  endocrS™  5     tr"nee  to  patients 
adult  endocrinology     pedlatrt0rderS.C0  include 
reproductive  endocrinology  endo«mology,   and 

5)     Assess   the  knowledge     skill  =     ■>  a 

clans  in  training  (apart  fr™  £"  attltudes  that  physi- 
training)  have  reding  diabe t« "tte^  S^^^ 
their   training  and  then  estab],-68  beginning  of 

attainment:  establish  minimal  standards  of 

anrattitudetseS„hichathe"haln-thekn0Wled«e'    *"ls, 
the  beginning  Tf  his^/tSui^  *"  '^"i"8  ^  " 
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b)   Identify  the  content  about  diabetes  and  related 
^   endocrine  disorders  in  the  ECMEG,  the  second  and 
third  part  of  the  National  Boards  and  the  Flex, 


c) 


d) 


e) 


Recommend  that  certifying  Boards  and  agencies  include 
in  their  examinations  that  minimum  number  of  ques 
tions  which  may  help  assess  the  knowledge  the  physi- 
cian  has  in  diabetes  and  related  disorders. 

Each  specialty  and  subspecialty  board  should  organize 
l   committee  which  will  define  which  are  the  concepts, 
attitudes,  and  skills  in  which  the  physician  in 
training  must  be  highly  competent  and  aware  of. 
This  committee  must  also  define  the  attitudmal 
objectives  (example:  Guidelines  to  the  Content  of 
Pediatric  Residency:   A  Theoretical  Model  with 
Practical  Implications.   Deacon,  J.  R. ,  Mager, 
?  £   Tracy  P.  C,  Wisconsin  School  of  Medicine 
and  Chapte/of  the  American  Academy  of  *«£*£** 
In  this  committee,  members  of  the  house  staff  of  the 
nation  should  be  represented. 

In  the  effort  above  the  American  Diabetes  Association 
and  Endocrine  Society  should  have  some  input in  the 
elaboration  of  the  concepts,  skills  and  attitudes 
that  the  physician  in  training  must  have  regarding 
this  field. 

6)   Identify  a  core  curriculum  for  diabetes  and  related 
}   endocrine  disorders  to  be  used  in  the  teaching  of  this 
discipline  in  the  basic  and  clinical  sciences  m  medical 
school: 

a)  Assemble  a  group  of  experts  for  the  purpose  of 
designing  a  curriculum  model; 

b)  Share  the  curriculum  model  with  the  curriculum  com- 
mittee of  each  medical  school; 

c)  Once  designed,  test  and  evaluate  this  curriculum 
model. 

their  knowledge  and  skill. 

1)   A88emble  a  network  of  nurse  ^«r./^ja«t^*o 
will  provide  continuing  education  and  consultation  in 
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diabetic  care  using  the  Diabetes  Research  and  Tr.-f  ■ 
Centers  and  the  university  .^ic  ™rcn  and  Traxnxng 
geographic  area  for  which  t-hf        nUrSin§  Within  the 
of  operations^  Y  "*  res*°™^   as  base 

2)  Develop  guidelines  for  care  of  th*  ai*u   -• 

the  nursing  profession;  dxabetxc  patient  by 

3)  Devise  and  develop  instructional  materials  frvr 


patxent  with  diabetes  in  hospital  !™k,  ?  +  h& 

munity  care;  nospxtal,  ambulatory,  and  com- 

2)  S?  s^ss  £  srss  -g- 

«  »-  in  the  Diabetes  ss-^Si-sr 

5)  S^s  2yr™^  ££**-:  r~-  -*- 

small  quantity  recipes  sult^?/"11  standardlzed 
meal  plan  and  exchange   H«  dlet  baSed   in  the 

patient  education;  currently  used  In  diabetes 

-apted  lrom  L  ^  ^cuC  STS^E?- 


I 

I 


;  ) 
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Pharmacology,  pathophysiology,  Physical  assessment,  and 
management ; 

2)  Use  of  clinical  education  facilities  for  exposure  of 
students  to  diabetic  patients; 

3)  Use  of  teaching  simulation  aids  to  augment  and/or  replace 
}   portions  of  the  clinical  education  experxence, 

4)  Use  of  diabetic  camps  for  exposure  of  students  to  dia- 
betic  patients; 

5)  Variable  length  and  type  of  education  psychology  and 
human  behavior  course  content  in  curricula, 

6)  Continuing  education  models  for  urban,  suburban,  and 
rural  environments; 

7)  Curricula  stressing  the  health  care  team  concept; 

^  „Q-rt".f irate  level  programs  with  concentrated 

8)  Graduate  or  ^rtf  xc^  leva  ^8      would  produce  a 

course  content  xn  axaDeues. 
specialist  in  diabetes; 

^ugar  status  indicator  device,  self-instructional 
packages; 

-  sssrsssxf qKSr- 

basic  and  specialist  levels  need  to  be  xdentxfxed, 

°u  urmoderrroject,  simulation  aids  ^r  «pproprx.te 
oroiects  office  equipment  and  supplies,  travel  and  sec 
rtarial  support,  and  support  of  continuing  education 
programs; 
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oroWt  workshops  there  must  be  coordination  between 
projects  to  ensure  appropriate  controls  in  the  research/ 
evaluation  activities  so  that  results  can  be  compared 

ah^r,lnStltU"0nS-   The  result  °f  these  projects 
should  have  institution  independence  application! 

e.   Objective  for  profesqinn^i  „~  •  n 

dards  in  the  care  of  rZ\  SOClal  ™rkers:   Develop  stan- 
workers!  chronxcally  ill  by  the  social 

Generate  adequate  numbers  of  hpali-h  r,™* 

interested  in  diabetes!  Professionals  specifically 


a. 


Medical  profession 
and  clinical  fello 
endocrine  disorders 


and_cli„ical  .ellowshJp^^^f  ^  ^  -::---L-ear=n 


1) 


2) 


3) 


4) 


ducting  the  finest  research  with  specific  eoal,  l*  •-, 

the  cause  of  diabetpq  ^a   n-a  faPeciric  goals  to  unveil 

uxaDeces  and  its  complications; 

Increase  the  Institutional  National  Research  Science 

InnT  d  tl?eivTindlvid-l  ^search  fellowships  and  the 

the  Sm    frl0nal  ReS6arCh  SclenCe  A—"  Provlaed  by 
the  National  Institutes  of  Heali-h  in  diabetes  and 
related  endocrine  disorders;  S  and 

TulTtStZ?1^  atm±n±SteVed   Clinical  fellowships  to 
suit  the  needs  of  those  students  who  are  interested  in 

ated  to"3'  rr^,"  °f  mediCine'   F-ds  sho^rbe  allo- 
cated to  comprehensive  outreach  educational  programs  in 

dentewlliabe  ff^f V^™  diSOrderS  ^er'e  Se   tu- 
-d^irthe^s  'of3  e6  1th  1^1^^  -*«*«">   "*• 

"Idsb-d  2TS.  oTS? ^  «  --"ich 

me  neeas   ot    the  community): 

administrations,  state  departments  of  health  Health 
Resources  Administration,  and  other  agencies'  ?hese 
specialists  should  serve  in  the  area  specific  by  the 

P     vSLnTLnd0:  a  "me  aSqUlValent  C°  'hatln^hich 
training  available  for  this  clinical 
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5)   Provide  combined  funds  for  candidates  who  want  to 
5>   follow  a  combined  clinical  and  research  career   All 
nhvsicians  in  specialty  training  should  have  a  clim 
cal  year  of  training  in  which  they  should  become 
competent  in  the  broad  field  of  endocrinology  and 
diabetes. 

*   4«n".   To  increase  the  number  of  nurses  spe- 
riaSinHn  drabble  car^and  to  assure  a  minimum  degree  of 
competence  by  these  nurses. 

1)   Provide  funds  for  developing  diabetes  teaching  programs 
in  primary  care  settings; 

21   Increase  the  number  of  nurses  prepared  at  the  graduate 
'   level  with  a  specialty  in  diabetes  and  endocrrnology, 

3)  Develop  standards  for  certification  of  .»«»«  ••"*£1 1StS 
'  To   include  diabetes  teaching  nurses  diabetes  nurse 

practitioners,  and  diabetes  nurse  educators, 

4)  Develop  standards  for  programs  ^f"£  *•£££%£ 
nursing  and  o^"  institutrons  of  h  her^learnrng^^^^ 

feel  they  can  °"«  ^eJ|T"£e  skills  and  knowledge  to 

re-::  zjs^Js^st^  **— °  - 

the  area  of  diabetes  and  endocrxnology; 

■>  sat: ■Kr.s.-ESr .'=r«;tu 

cation  and  guarantee  a  certain  level  of  quality. 

Dietetic  profession:  Generate  sufficient  numbers  of  dietetic 
•   personnel  to  educate  the  patients  with  diabetes. 

3)  Establish  small  number  of  research  «"L££J°£.S££" 
ships  for  advanced  in-depth  study  to  P"Pa"  ^" 
and  faculty  for  the  Diabetes  Research  and  Training 

Centers; 
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d. 


Assess  the  diabetes  manpower. 


3. 


1)   Medical  profession  :   Identifv  m,o 

specialized  in  diabetes  and  Ln  pr^tlcin§  Physicians 
rosters  of  adult  an  pediatric ^J'?™10*7   and  Prepare 
ested  in  diabetes  for  use  bv  f,  e"d°Crinolo8^ts  inter- 
agencies. by  fundl«g  and  service 

2)   Other  professionals: 

a)  Identify  the  diabetes  nurse  specialist,  s-u 
nurse  educators,  and  diabetes^r^^e.J^r6:; 

b)  Identify  the  d-f *»*--f f--f-,„  / 

diabetic  patient.    expeltlse  1»  the  care  of  the 


■ 
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IV. 


CONSIDERATION  OF  PATIENT  AND  PUBLIC  EDUCATION 


Treatment  and  patient  education  can  be  thought  of  in  synonymous 
Treatment  ana  v  Hiabetic  is  a  vital  and  preliminary  step  in 

"",  V*"  ^TclnTTo   about  l?  though  upstanding  of  diabetes 
Sd'e «  en^  n  gLenfffr  its  control  »ust  be  parted  to  the  patient 
by  the  doctor  or  other  health  professionals  working  wi  h  him   This  is 
particularly  true  of  diabetes  since  the  patient  hxmself  plays  such 
critical  role  in  his  care  (1,  2). 

Although  most  physicians  caring  for  diabetic  patients  recognize  the 

xs  is=  »» Ssir  £»E'r  HS^ 

fit  com ortably  with  diabetes  (1).   Attests  to  educate  the  gene  al 

sr-f  ^\=  ?•=»£  -^:  :r:i^rftreet  - 

still  relatively  oblivious   to  diabetes. 

Deficiencies   of  knowledge  and/or  understanding  of   the  nature  and 
dement   of   diabetes   are  e-dent  at  every   1^^^^^ 
of   health  professionals    leads   to   mcompieue   ul    j-«  , 

ot   neaicn  proj.es  patient  understanding  leads   to 

the  diabetic  patient    (1,    D  •      J-acK  01   p<j<-  ,  ,,i    health  and 

lack  of  control  of   ^i-se  „h  ^^;^tSf^ 
probably  results  in  earlier  incapac ity  understandlng  by  the  public 

Z  TJ™  Slur/rrfcr-oi^s.lts  limitations,   and/or 
effects   on   fellow  citizens. 

A.       summaRY^^ 

Problem  areas  identified  in  PATIENT  EDUCATION: 

1   Diabetic  patients  do  not  receive  adequate  education  as  part  of 
their  initial  treatment  or  home  management. 

2.   inadequate  education  of  the  diabetic  patient  compound, .the 
psychological  problems  and  seriously  affects  the       y 
individual. 
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"      rece've   T^TlltuT  "~   Ph-1Cal   «-**.«« 

6.   Needs  of  the  person  with  diabetes  at  diffPT-«m- 

children,  adolescent   youn,  !1  U    different  ages  (e.g.  infant, 
recognized  and  provided  fo?.'  ^  "e  n0t  ade^tely 

Problem  areas  identified  in  PUBLIC  EDUCATION: 

1.  Public  awareness  of  diabetes  as  a  health  problem  is  inadequate. 

2.  Misunderstanding  and/or  misconception  of  di*hor-o  u 

the  public  leads  to  incorrect  ord^r?  •  Y  Se§ments  of 

sons  with  diabetes     °rreCt  °r  dlscriminatory  handling  of  per- 


B. 


^^^m^l^mm^m^TiEm  education 


of  patient  tllLtlniT^ZT^V J^^  °f   ^  •****!*.*. 
that  education  is  not  simply  a  de^M      d"betes   that   it  be  understood 
rather,   as  has  been  repeated] v  tT/         ?3mCt   '°  "eatment,   but 
explicitly  stated  by  Etzwiler"  "MuIm  ST"1  llter""e  and 

Is  an  essential  part  of  The  ™„  Educatxon  of  the  P"ient  and  his  family 
has  also  well  si  /  e" S"  lv  ^etlc;-  •"  (3).  Etzwiler 
education  for   the  person  with  diabetes!        "  ^    lmportance  °f  Sood 

Diabetes  mellitus  is  a  chronic  disease  that  at  n,. 
present  time  cannot  be  cured  but  can  be  controlled 
Optimum  control  offers   the  promise  of  an  increased' 

cions^rrb-   "lthKa  minlm™  °f  medical  c™  . 

TulTslTT  Cl°Sely  Wlth  ""  ^""»       ^  -     er8 
the  patient        ae  T°t  ^^  r«PO-ibility  upon 

'      Pacxent.      The  diabetic  must   test   his   ur-in* 
choose  his  diet,    regulate  his  physical  activities 
give  his  own  injections,   and  even  adjust  his  daily 
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insulin  dosage.   Thus  he  acts  as  his  own  technician, 
dietician,  nurse,  and  physician.   Ideally  such  respon- 
sibility should  be  delegated  to  a  patient  only  after 
he  understands  the  nature  of  diabetes  and  the  care 
that  is  required  (3). 

readlly  and  extensively  »"£f«  "^"'particularly  for  the  person 

Safss^rs^aSa^-Trs  ^^^  ^  ~» ^ 

literally  be  a  matter  of  life  or  death  (2,  7,  11). 

.     r*'Z2Z£3£X£2  ^ good^icallare  of  Zry 
5££\f     Loet  s       egardless  of  t^aaon.r  the  admission,^ 

include  education  in  self  care.   ine     accomplishing  this  because  the 
staff  should  bear  the  responsibility  for  ^complxs   g  ^&_ 

minimum  standards  of  pat  lent  care  in  the  ho  P  ta  ^        ^        Rqw_ 
tion  as  a  necessary  and  integral  aapec of     treatment   are  such  that 
ever,  the  nature  of  diabetes  and  its  ei     rontinuinK.   it  is  evident 
patient  education  ^l^^^^^T^^i^ts   show  a  rapid 
to  those  involved  m  the  treatment  o   adherence  to  therapeutic  plans  if 
decline  in  information  retained  and  in  adherence       J  u  is 

the  patient  is  only  of  fered  .«0^Jd^^  education  it  should  never 
further  evident  that  even  with  re§u^  P^Xu^erstanding  of  his  condi- 
be  assumed  that  the  person  has  an  ade^^n^"erns  of  life  necessitate 
tion  (10   12).   Increase  in  age  and  changing  Pa"erns  o 
further,  and  different,  education  and  understanding. 

in  this  regard  the  needs  of  the  juvenile  diabetic  patient  « 
particularly  significant.   In  order  "properly  xnst ruct  £        needs 
diabetes  the  educational  program  must  be  tailored  to  t   P  of 

of  the  individual  and  adapted  to  the .age  ab xlx ties  and   ^  ^  ^ 
the  child.   The  program  must  be  P^^essxve  situation, 

ass  ,™.?«risp.  ="i ";  ::,;"s:r;2.s,";r 

adequate  understanding  of  the  basic  nature 

It  should  be  apparent  fro,  the  above  that  patient  education  is  of 
extreme  importance  in  the  treatment  f  ^^^ongoing  -d  essential 
rart^rthelerson-fther'apy!  12^^"^.  evident  that  the 
existing  education  is  very  inadequate. 

A  survey  by  Ames  Company  of  2,100  ^±t^sjn   the  US.  A. 
reported  that  only  20%  had  what  they  termed  a  formal  patxent 


22 


P-ls  dld   the  patient   pay  for   t^L^LhaLlcDat°S  ^%og1af:4Se.h- 

administrators  of  the  26  ImhJ,      results  revealed   that  while  all   the 
cational  program   for  thelr^t^T  Hill?*  ^  ^ability  of  edu- 
person  ln  charge  of  £he  P         a      'o„     ",    'f™"  "e«"y  a  ^oiffc 

chased  a„y  edueational  materials  1»  tT^jL?^^  ^  ^ 

identified.  It  was  „/£%  'that  tnes ^  aduCatl°"  -"era  could  be 
«.500  patients  per  year,  less  than  l/20n  VT"8  C°uld  serve  about 
m  the  United  States    (32) .  /2°°  °f  the  kn°™  diabetic  patients 

often  lea^s1^\0^e^^anin?o1ancctepet1t1hfee-thr1atenln8  ""<«•  °f  "abetes 
the  patient  -ay  not  adequately X^  „*?L\ty  °f  :"*  d-ease  and  thus 
tions,  resulting  in  unnecessary  morbid* tvj  a§alnSt  acute  complica- 
at   times,   mortality  from  diabetes (33-35^ """  """capitalization,   and, 

managementroSrth:irhd^1:ase:egenMehr0alirye  To^l  "^  ^  -»*««*    (home) 
quately   (9,    12>    13) .  S     ^     ""  f°r  themselves  ade- 

»y     require  more  frequent  use  of  medica ['£%,?!""  lnCreaSed  "-"id- 
suffer  earlier  and  more  intense  rates  ofch"5  3nd  -"anpower,   and 
to  social  and  economic  hardships   to  the  indi^10  ?°-P"""°»«  wh"h  lead 
(33,    35).      There  are,    of  course     ™°  individual  and   to  society 

care       Prlmary  ■  "« «     - any  reasons  for  inadequate  ambulatory 

health  professionals,   or,  where  sis  U"y  °f  a  team  of  allied 

dination  of  effort  »H   i   <  a  team  is  available     a   i„m,     f 

to  receive  a  cons"."^^0™^"  f th   'he  result   that^he*  pa*     en     ££ 
the  management  of  the  duEtT^™"^1™7  taam  approach     o 
tive  means   to  deliver  health  „„ "T  Said   to  be  the  most  effec- 

ted diabetic  Patient  population       The"   tha  health  care  needs  o 
implementation  of  an  interdls^i  problems  encountered   in  the 

Patient   include     perceived ^hrea  "nTto"^,^   ln  the   treatment  o       he 
of  communication  between  physicians  a„d      "dlvld"al  Inadequacies,    lack 
of  planned  educational  programs       1     V  '"  menbers  of   the   team,    lack 
nel,   and  lack  of  knowledg^and  skilL   °J  "^    Uck  °f  Caching  person- 
Patient  education   (6,    36f  37     38     39  Z  ^t^  P«sonnel  toS  provide 

the  fact   that   there  are  very  few  foil™  a°t0rS  are  complicated  by 

Programs   to  assess   the  ability  of  tb"       "P  re-education  or  evaluation 
«.    13,    40).      These  observations       5     Patl6nt   to  Perform  self-care 
of  current  patient  education   (1-3     7??,   U,  ^Sf^J  ^^acy 
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Kiom  -in  the  existing  inadequacy  of  patient  education 
One  major  problem  in  thea^1St^ient  Ration  cannot  be  accom- 
is  the  lack  of  third  party  average.   Pat ^f  *f  ^£  ati     activity  of 
pushed  if  compensation  is  no  av  xlabl   for  the  ^  ^^      As  the 

physicians,  nurses   i ^itiana,  and  al   indicate,  there  is  con- 

references  at  the  end  of  this  report  Datient  education  based  on 

siderable  support  for  third  P"^^  the  usa  of  Sedical  facilities  and 

In  the  area  of  home  management  of  diabetes  Particular  f*^  iS 

needed  ^regard  to  the  ^^-^Z^^^^^^J^ 
agreed  that  a  consideration  of  diet  and  nutrition  i        ^^  ^ 
diabetic  patient  care  and  education   *n  J^t  *t  ^   some  forra  of  die- 
"with  little  exception  most  autJor^tl""^fe"n  "he  treatment  of  the 
tary  therapy  should  serve  as  a  basic  principle  in 

diabetic"  (42). 

There  exists  the  paradox  that  only  a  small  fraction  of  Patients 
There  exists  tne  P  8Q  tQ  9Q  percent  couid  be  by 

are  permanently  well-regulated'/™,ulin   This  is  most  often  due  to  the 
the  use  of  the  improved  types  of  ^^J*^  the  patient  with 
failure  of  education  ""J^^^?  dietary  cooperation  required 
respect  to  diet,  even  thou8V  %8Iv  ronatancv  of  +  15  to  20  percent, 
for  normoglycemia  is  onl, ,  a  ^-to-day  -™^  -  patients  that  a 
Less  frequently,  it  is  due  to  lack  or  ™  insulin  is 

correct  diet  is  still  the  ^^g^^l^e   of  diet  has  been_ 
attested  to\;e-;nautho;itfees  in  the  field  and  is  well  documented  in 
the  pertinent  literature  (42-46). 

ftn  even  .ore  critical  relationship  between  diet  and Jjabet^is 

recognized  in  regard  to  ^"^Hnsec  dxabeces  and  that  the  preven- 
obesity  is  associated  »i*»aturxty  onset  ££te.  40>  o£  £rank 
tion  of  obesity  may  prevent  the  onset     p^     ^     r  factor  ±n 

=1^X0^  S*r  ^T^^aL,  prevention  of  dia- 

betes   (42,  45,  46). 

It   is   agreed   that   there   is  no  o-^^r^.'ST'r.for 
is  applicable  to  all  diabetic  patxents        On  £•"£££'    timt  are 
nized   that   the  needs  of   the  obese  ^^^^elt  patient, 
quite  different   from  those  of   the  non  obesetasul  di££erent 

and   that   the  "etary  objectxves   and   s   rategxes^   ^  ^^  q£   ^^ 

intafe  Ts" ZZ^ZH  for^'ZJL  non-insulin-dependent  diabetxc 
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patient,  caloric  Intake  should  not  be  restricts  h  i 

the  lean,  insulin-dependent  patients  fL  L    W  °"  n°rmal  levels  « 
noted  that  the  previous  emphasis  on  chf    I' ■    Llkewise  "  should  be 
both  major  types  of  diabetes  has  L    restriction  of  carbohydrates  in 
demands  seem  to  relate  to  total  f^i   qUe"loned  lnsofar  as  insulin 
dietary  carbohydrate.   Therefore  the  T™''  "^   than  the  affio™'  of 
-suited  from  the  Previous\1p^:h^aTbT::oidneddi"n6^t  ^ 

-eds  of^^^.^"*^?*-  pa«lcular  reallcles  and 
to  such  factors  as  food  preference  ethnl,  ?  ^   Serl°US  cons«eration 
habits,  budget,  food  preparation  facilities  f     ?"terns.  customary  food 
education,  physical  activity  and  1   I      '   famlly  setting,  level  of 
and  acceptable  food  (46)  "   fa"°rS  relating  to  available 

and  nutritions  recoXTtnel ro^ ■  ^^  ^  ^   a«a  «*  diet 
objective  are  also  readily  apparent p   ln  accomPlishing  the  desired 
often  not  given  at  all  when  oiabetes  ,^°r. examPle.  diet  instruction  is 
routine  physical  examination  or  during SJlagn°sed  ln  ^nlts  during  a 
Illness.   When  diet  Is  considered  £ V  examlnation  related  to  other 
tributlng  materials  prepared by  commercial  fT  "^  Wlth  Slmply  b?   dis" 
tries,  or  by  a  dietetic  or  diabetiT"^  *      '  Pha™aceutical  indus- 
«ent.   Unless  the  person  with  dlabetesh'10n-flth°Ut  fu"h«  in™lve- 
-posure  to  a  dietitian,  or  someone  else  specif lean"  H°SPltal  C°nta"' 
area,  is  rare.   Even  those  diagnosed  In  a  Z       t  ,      7   tralned  ln  thls 
tion,  do  not  necessarily  receive  h!?-     hospital,  or  similar  Institu- 
te presence  of  other  illness  concerns"  atten"°n  ln  this  regard,  and 
which  should  be  given  to  the  Imoorran  mtfeTJeres   wlth  the  attention 
The  problem  is  compounded  further  k»       ","  in  regard  to  diabetes, 
which  are  used  are'often  so  complex  that  rh    "  "•"  avalla"e  materials 
trate  the  desired  goal  of  diecTrv  Ln=      y  CaUSe  confusi°n  and  frus- 
of  a  proper  dietary  routine  (42)!  mma8ement>  leading  instead  to  neglect 

Health  SuX^nTcted'L'l^-el  (^T  "7^^   <°  ^  ^^ 
said  that  they  were  not  given  a  die il   ?Z       5"  "%  °f  respondents 
diet  but  did  not  follow  It.   Of  the  777  of   said  that  they  were  given  a 
a  diet,  only  about  three-fourths  said  that  ^^  T^   "h°  reported  receiving 
use  it  while  only  53%  of  the  total  sLo^f   7  ^  been  tau8ht  how  to 
ddet  (47).   Of  those  who  reported  usinf  the    1 "  they  f°ll0Wed  their 
scored  as  having  "good"  knowledge  or  it       t   eXchange  s^tem,  only  26% 
Successful  as  nurses  or  physician  influencing1 ^1^^^- 

-easily  ZtZTZ   in  therriitter:ttu1:ent(7d10Cat4ir  f"  ^ "on  -«  been 
*  Poor  education  are  seen  in  ^tlTlt^"'^   compltcT^ 
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Williams  has  noted  that  studies  through  actual  observation  of  diabetic 

Tools   selected!  in  proper  spacing  o£  meals  or  snacks,  and/or  in  regular- 
ity  of  diet  (2). 

Another  study  indicated  that  only  one  patient  out  of  eight  could 
have  adhtred  to  the  recommended  diet  on  a  given  day,  based  on  a  one-day 

!il    When  seven-day  records  were  examined,  it  was  apparent  that  over 
rhrfe-fou^s  oHheTatients  were  not  complying  wit  ^ >  the .dietary  reco 
tnendations  (43).   Further  documentatxon  of  poor  complxance  to  the 
diet  regimen  is  evident  in  the  literature  (8,  10,  11,  44,  «J. 

Beyond  the  problems  of  general  knowledge  and  compliance  it  is 

lllllk     absence  of  materials  for  people  whose  ethnrc  and/or  -  u 
Z"°Z  -o?^£^<^^   man,  people,  too  comple,  to 

master  and  adapt  to  their  daily  lives  (42) . 

The  inadequacy  of  available  literature  was  particularly  empha- 
sized in  the  public  testimony  of  Diana  B.  Camacho,  who  said  that. 

A  most  common  complaint  by  the  Spanish-speaking 
citizens  in  Texas  who  are  afflicted  with  diabetes 
is  that  the  diabetic  information  avaxlable  to  them 
is  only  a  translation,  from  English  to  Spanish,  and 
is  not  a  diet  that  takes  into  account  their  already 
well-established  food  habits.   We  must  realize  that 
we  do  not  make  food  anymore  acceptable,  nor  do  we 
change  established  food  habits  by  making  a  menu  read- 
able.  In  essence  what  we  may  be  left  with  is  a 
Mexican-American  with  an  Anglo  diet  who  is  longing 
for  the  foods  they  used  to  eat  before  learning  of 
their  condition  (49). 

A  similar  problem  for  Asian-Americans  was  referred  to  in  the  public  tes- 

timony  of  George  L.  Horn  (50). 

The  above  illustrates  the  need  for  better  patient  education  in 

regard  to  diet  and  nutrition  and  the  central  importance  of  dret  therapy 

in  treating  diabetes. 
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person.  MaX^y  routlnl "civic  i""  *""*•  the  C°tal  lifa  of  the 
condition.  His  life  inv vef th ^^"'J" ?"?  in«-nced  by  his 
presenee  and  nse  of  needles),  the  regularity  of  lnjectlons  (therefore  the 
modification  of  diet  and  ea     n     L  u  I        Urine   Cests'   Permanent 

living  with  a  ehronic  dise^  e"  o  th  cSh     her ^  Ho  V  "*'  "**  ^^ 
possibility  of  serious  ™n„n™  ,    ■  no  known  cure.   and  the 

top  of  this,   his  11  resulting  from  his  condition.      On 

with  diabetes  may  b ^over-protected ,t     J  rf tMined-      ">e  adolescent 
tailing  his  activity  In  athletic^ "L/ ^       f  ^  "nd  hlS   fathers,   cur- 
restricting  his  socLl   involvement       it  »d   ^"cal  pursuits,   and  even 
lems  obtaining  employment     vaTlTll  i  W"h  diabetes  faces  prob- 

sible  inability  to  obcain'a  dr iter's  McansT  ^""^"^  and   tha  P— 
with  diabetes  is  often  overlv     JnL  ^8  °r  °ld>    the  Person 

Won  and/or  made  by  others   to'feel  dlff         VeU;;llmlted  by  hls   c°adi- 
difficulties  may  be  even  further     «  t  ,      ^    Wmal  Pe°Ple."     His 

having  been  given  a  vlrv  5  lu       P llcated>   and  all  too  often  are,   by 

that  he  will8restrict  his   life   lolTTj  7^  Wlth  the  axpectation 
tion  of  lifestyle  is  directly  attrlb \  £i  T'-     M"Ch  of  thls   restric- 

the  patient  (family  or^the rs) " f  he^na ure°o ^  °f  ™d««andiaS  by 
betic  patients  are  given  tra1nl„„  •  "  tufe  of  hls  disease.  Few  dia- 
to  their  lifestyle.  tra«lng  in  adapting  self-management  principles 

patient  lay  ne^and  iuToTtlttT^^  ^  the  ^   that  b—   the 
fieations  of  his  disuse 'and  m       perce™:  plo^  m}°^  "mi- 
rather  than  psycholosical    „„/  Perceive  his  problems   in  physical 

logical  counseling       WescSra  Sl~dlfw    V""  em0"0nal  or  PSych°" 
ficulties.      Aside  from  the  "        • dlabetes  have  even  more  acute  dif- 

different,    these  individual  ae"-consclousnesS  of  being  thought   to  be 

regarding' such  matter!  a^  pot  nti"^^^."^6  °f.Juat"^  anxieties 
nancy,   possible   i„„fm,!  Potentral  blindness,   complications  of  preg- 

and  Ibiiity  to  live  alone'    Zrr^T™6'    "nanclal  "-«-, 
vidual's   ability   to   cope wi^bL^f  ^   PlaCSS   *   Straln   oa    tha   indi- 

tionship  to  society.  himself,   „lth  society,   and  with  his  rela- 

lar  have\1:ehrvtrLPlpPfu0l8raam:df:arnyy0pUhhfUl-dlabetlC  ^"^   ln  *>^"~ 
-tes  receive^ade.uatr^tio^r^^X^gi-LlsSIan-.-lvefif 


*See  Report   of    the   Socioeconomic   Impact   Workgroup   of    fh.    q 
for   documentation.  worKgroup   of    the   Scope   Committee 
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the  person  desires  professional  — ,  *  -^^  J^-cUl 
effectively  unavailable,  or at  the  very      ,         ^^  q£  ^ 
drain  on  his  resources.   Here  also,  as  is  tr  inadequate 

treatment  of  persons  with  diabetes,  there  is  a  er  u  y  d 

utilization  of  existing  health  reso ««»•  ^""^J  and  through 
5S^'32Sr«S,^SS  C  o^/underlying  causes  of 
anxiety. 

3.   persons^iUl^iabetes_«h^l^^ 
receive  inadequate  patient  eduation. 

Persons  with  diabetes  ^"JESXtSX^ 

kidney  failure,  ^^^^"^"^"eatient  and  education,  and,  if  they 
can  often  be  prevented  by  proper  treaz  lessened  by  educational  pro- 

do  exist,  their  detrimental  -f^^ticular  needs!   The  problem  of  the 
grams  designed  for  the  person  s  e^ticular^eci       vision  is  often 

sible  to  learn  the  Braille  system. 

h   difficulties  it  is  particularly  unfortunate 
In  the  face  of  such  dxf faculties  it    P  ^    ,f  ^ 

5S^^S?^°S^SSlS°S  Si  diabetes  simultaneously 
(51). 

This  group  of  patients,  because  of  ^^S^yc^cS 
cations  or  handicaps   should  be  ™iz     ^^  £7^  ^ 
needs  group.   Indxvxduals  xn  this  category  P  training  goes 

for  a  coordinated  health  care  del ^  ^^  coordinated  effort  of 
beyond  the  physician-patient  rela^°^^°ti"ui°rly  physical  and  occu- 
several  health  professionals,  xncl "^  5«txcula  y  P  J^    deliver_ 
pational  therapist  and  vocational  rehabxl iU     P     Again>  the  ability 
ing  a  total  package  of  health      t  Coordinating  present  resources 
to  accomplish  this  xs  ™"  *  £"£rn£  approaches  are  needed  for  the  vis- 
than  developing  new  ones,  althou^  ^^/f.  overcome  through  adequate 
ually  impaired.-  Much  of  the  problem  may  be  overc  nals  aware  of 

professional  education  making  varxous  health  care  pr 
the  benefit  of  coordinating  efforts  (52). 
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English  SSI  are  ^S^rT^^  "L°  ■"*  "h«  *«  *• 

or  other  aspects  of  diabetes  management   to  the ',  4^?"°"  °f  food  Plana 
groups   are  not   available,    and     as   a   ™,  lifestyle   of   unique  ethnic 

receive  almost  no  training  and  what   tstlT^'  ,Pe°Ple  fr°m  these  SrouPS 
lag  quickly  to  its  being  discarded  a ,  ?  ^largely  unusable,    lead- 

style.      The  consequences  of  this  fre     anaCCeP'able  t0  the  Patient's    life- 
morbidity  and  mortality   (49,    5o!  53"  m)"""  ln  termS  °f  leased 

of  oommunic^tio'n'ctne^ccnrS'ith'h10?8  "^^  **<  ^  ^^ 
dependent  on  cultural  similarities  h^  *  ^^  U  received)  is  " 
The  language  system  use "  '     n  tcT,  ™icative  participants, 

however,   goes  beyond  language   to  incl.^L  ^  I  "^"^      The  problem, 

vant   to  a  particular  regto     c     t     f       f     "^        ""  WhlCh  "e  rele" 
customs,   attitudes   to»a  d  «d  c       „  L  °f "?'    6tC-'    Such  as  f°°d 

The  point   to  be  made  is   that   the  success  o^   fam"y  relationships,   etc. 
effort  will  depend  on  how  well  eduraM        °         Y  Patient  educational 
.reflect  and  be  consistent  wich  the  culture  ST  "^  dellV"y  "iU 
inasmuch  as     there     are    essentials  ™?  '       Patient.      Therefore, 

grams  designed  specifically  fol ^  par  tin   J"1""1?  and  n0  educational  pro- 
other   than   English-speaking  white     middl^l  *    °r.Cult"«l   groups' 

are  faced^th'S^Je^oM^'r  disea^0  "H.*™**  disabilities 
ness  of  which  is  compounded  by  rte  fact   that  ?"d.dlSablllty.    the  serious- 
inevitably  affects   their  ability  in  self-care the".  learnin«  disability 
the  lack  of  educational  materials  H^s     ?e        .™1S  1S   true  because  of 
or  no  reading  ability,   or  with  iLited ^K  !  lndlvld"als  with  limited 

Professional  time  o/expertise  %£££*£  ZZi.%%™  °f 

d^etesX%XntLdLl%oPau^^ryfLir1btd0irOI>erly  ™  ^  ^ 
economic  disadvantages  or  even in  early^t^tyf  """  "S  ""^  and 
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fi        Needs   of    the  r»nn  with  diabetes   .t   different  ages    (e.g.    infant,. 

6*      Needs   or    cne   E a.Ua — -,rrrn    nr„   r^t-    arfpnuately   recognized 

:Lh^Mr1g2lI    adolescent,    voung  adults,    aged  J    are   hu a 

and  provided  for. 

Special  problem  of  diabetic patients of  different  age  sroups- 

not  included  in  most  training  prog  «-■   Exampl «  ^  a(Ju 

tion  and  tastes  of  the  elderly,  "^Uity    the  y   g  ^^ 

betes  (8,  14). 

Failure  to  provide  meaningful  interpretations  and  practical  solu- 

^TTk^^-^   ^an~t  Tdia^s^h-onse- 
Z^Zf^T^^V,   unnecessary  disease  complication. 

There  is  a  need  for  materials  which  recognize  specif ic  age  level 
requiremfnetrseinSconjUnction  with  cultural -^«%^™%?*thB 
coordinated  effort  by  health  professionals  to  attack     P 
local  and  regional  levels. 


C. 


msr.!TSSION  OF   PROBT^MS    TN  PUBLIC   EDUCATION, 


!.      PuWic^renj^L^^ 

The  problem  of  public  awareness  of  diabetes  can  be  looked 1  at  in 

public  toward  the  person  with  diabetes. 

-  U*  of  Pledge  ^^^Z*£ft££X£ 

effective  manpower.   Many  ^xvxduals  are  unaware  th  ^^ 

Tt^I  rL-i^T^TobU-rof^not  /ppteciated. 

The  existence  of  an  attitudinal  bias  toward  diabetes  ofte^le^ds 
to  discrimination  against  tl»  Pe™on  «th  d«bete^.ndj  a  ^^ 

sion  of  the  person  from  societal  roles  with  econo  attitudes 

cations  for  the  individual  and  for  society.   ™^.^ftionS)  or  lack  of, 
usually  -fleet  misunderstandings  concerning  the  lit^c   ^  dlscrlmlna. 

and  abilities  of  the  P"'"^^  £'£.^.„ee  companies,  the  variable 

ru=Lr^^ 

^/^ST^TS^^^^  activities. 
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Krosnlc^olntTo^t  Zl^^Tlnt^^r"    (55)'  Dr'  A«hur 
government  (59),  while  seeIni8ngentt0S  bf."*™.^  (56"58>  and  of  federal 
perform  (i.e.  severity  of  disease  ^  ^P^nt  policies  on  ability  to 
follow  a  policy  of  non-hiring  of  oersf   °f„c°««l.  etc.),  actually 
McGowan,  from  WHO  Comltt  e  *„   ia      ^v  dlab6teS  <55'  60-62).  * 
restrictions  in  many  countries  Mndering  the   ^  Wed  WlCh  di-ay  the 
All  too  often  these  restrictions  are  null    ^P^ent  of  diabetics, 
prejudice  or  ill  lnformed  opinion  about  tbl  "ff"1™  *"*   "e  based  °" 
son's  working  ability  or  capacity"  (63)  thf  e   "V*  ""betes  on  a  per- 
concept  that  persons  with  diabetes  are  more  ^^  °f  the  ride1'  Prevalent 
and  that  slow  healing  leads  tolTaZraTeT/™™   t0  lnJUry  °r  accident 
dent  insurance  rates  have  an  indirect  eff»  lnSec"rlty>  health  and  acci- 
»  the  absence  of  a  formal  policy  (55)   "".?"  J"1"*  Practices,  even 
excluded  from  coverage  of  second  inWv  ,?»"larly  diabetic  patients  are 
incentive  to  potential  employers  (5s"  64)    '   "^  "^"easing  the 

have  ~-S°d:ysr%0rs\Sc^s^Ue8ntrLis1:1thahat  "T^68  "ltb  Abates 
(65-67),  but  others  claim  that  dLw       """-diabetic  employees 

-  the  typical  non-diabetic  emp £e oYI  ^T  1^°™   the  *">  as  »a" 
reviewing  a  number  of  reports  on  the  .t'  '    69) '   E"tn>acher,  after 

cated  that  for  the  overwhelming  majori^of  ^  T^f**'    "studies 'indi- 
ity  of  performance  is  hish  and  tw  11  *         employed  diabetics  the  qual- 
able"  (70).   Usage  of  rehabHitaM      r?COrd  °f  absenteeism  is  favor- 
low  (56)  and  primarily  reUted  "0^^"!!  ^.^^   "±th  diabetes  is 

•-u  young  males  with  blindness  (71). 

tutions.  Many  schools  of  nursing  exhibit  fduCatlon  a"d  training  insti- 
with  diabetes  for  nursing  tralniL  a%       reluctance  to  accept  applicants 
couraged  from  entering  .Jny  profession  '  s  T^  WUh  dlabetes  a«  dis 
tion,  travel  agents,  train  personnel  tran"   *"  "^   0r  f°°d  P«Para- 
folders,  powerline  repairmen  tlrZ'    transP°rtatlon,  roofers,  scaf- 
In  point  of  fact,  people  wnrh  5 "Z        '    executives  in  industry,  etc   (711 
managerial  Positions  a'sJlTaf^6!!?.^11'  a"d  d°>  function'in  igh' "> " 

as  in  positions  requiring  manual  labor  (70). 

Although  issuance  of  a  driver  n„= 
almost  Invariably  depends  on  the  physl^f.,  ^ a  Patlent  with  diabetes 
is  evidence  of  inconsistency   Fo™=   T    6alth  certlf "ation,  there 
Pared  with  those  controlling^^"86*  a"  °ft™   derived  from  and    . 
diabetes  are  not  permitted  „  ?       epileptics.   Many  people  with 
diet-controlled  dLbetic  patient  who^1*""31  V6hlcles  "«>•   Only  the 
—  *  -  issued  a  commercial  or^^ng  SS^,-^ 

-ssly  aftc^hf  ---r  *  -  =L PuM^ab out  diabetes  need- 

ac  Patient  m  economic  and 
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with  diabetes. 

Many  people  In  their  occupational  or  role  responsibilities  come 
into  confacc  with  persons  who  have  "fetes   an  f -  por  ron  of^he 
public  has  a  s^^-^reLrgenc   ca  /In  a  crisis'situation  and, 

^slnv^ulf include  teacherfb ll^r  ,de;plorrs   policemen, 

firemen,  ambulance  and  emergency  room  personnel,  and  youtn 
as  scout  leaders  and  camp  counselors. 

emergency  room  personnel,  can  fail  to  P^operiy  conclusions 

lin  reactions;  law  enforcement  person- .an  ^w^ncorrec^  ^^ 
from  the  possession  of  hypodermic  ^ecies  y  gocial 

directors  can  overprotect  adolescents  or  ^rict  or^a  thereby 

involvement;  employers  can  misunderstand  the  patient  a  cond 
resulting  in  job  difficulties. 

The  effects  of  these  and  similar  situations  present  both  a  seri- 
ous healthVaffrrto  the  person  with  diabetes  -f  a  negative  psycholog- 
ical environment  which  can  ^^tt^^^^T^L..      ^ 
SSTS  ecc-nomic  ^uence  of  •■*  W^  edition  and  train- 

devastating.   This  prooiem         t-hrou2h  a  lack  of  consistent,  coher- 
rnt:ranfcrruibnS/rei?:«:'tS'arher0nof  rea.il,  available  to  those  who 
need  them. 

D.   FUTURE  DIRECTIONS. 

^ruT^al  care  and  to  ensure  ^"^"^  £  £". 
betic  patient,  it  must  be  recognized  that  the  patient  p  y 
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Education  outlined   the  f-lL^  *£t5^42£££  «*  ™>"< 

*•  «rL^te:iTlsxe^sPhyfiabe- is  -*-'-*-..  educa- 

^   panMer:tsa'eqUate  edUCa"°n  °f  -wly-diagnosed  diabetic 

consideration  insulin  depe^";  """"I;  ta^  lnt° 
ethnic  needs,  etc.;  y'  a«e>  educational  level, 

2)  Develop  individual  coordinate  ►   •  . 

ing  appropriate  tMT££^.    ™S   Pr°8ramS  »""*- 

3)  Identify  the  socioemotional  problems  »f(-  a 
knowledge  of  having  been  „,•  =  „!    attendant  to  the 
and  provide  the  inxtiaTdtl8110860  "S   havlnS  diabetes, 
-pects  acc^an^g^e^nf^S:8  *"  en°tlin»1 

X)  opX1tup„Lrsa^ti^Cinhrizetseif-ca"  - 

development  should  be  desS^  <mal.8UpP°"-   ProSram 
that  assist  in  the  adWmf*     Pr°V"e  experiences 
diabetes  appropriate  oa™ed  "J?"6"8  °f  Uvln«  •*«, 
emotional  and/o'r  ethnic  ^iabS"       leV61'  S°Cla1' 
2)  Develop  within  diabetic  fr»,-.< 

gear  the  educational  effort Tto  thT'V"6,,6^"^  t0 
"tics  (social,  cultural!  etc  )         f  "  i"  ^  cha«eter- 

'  tc->   of  the  dxabetic  patient- 

3)  ~p  srsrarss  asisr« : 

teaching  units  in  hospitals  and  SET"8'  Satell"e 
raffed  by  appropriately  trained  personnel"0 ' '  ***   "e 
c   Ensure  that  every  dlAW-r* 

**  to  receive  -^^SS^STS^SS^  ~" 
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patient  care; 

dant  to  the  onset  of  diabetes; 

personnel,  and  voluntary  agencxes; 

formalized  psychosocial  support  services. 

Ensure  that  diabetic  patients  with  physical  and  other  disa- 
bilities receive  adequate  education. 

omc  for  the  development  of  innovative 
^  Zto IIVITZ   erralslor  health  care  infection  to 

pearly  «-<  «SS  witHeurolo  leaf' 
blinded,  amputees,  and  patients 

complications; 

cally  handicapped. 
Ensure  that  educational  approaches  are  tailored  to  the  Individual 
needs  of  the  patient  with  diabetes. 

a   Ensure  that  educational  approaches  are  linguistically,  cul- 
turally, and  regionally  relevant. 

D      Develop  diabetes   educational  material  which  is   llnguis- 
"      tically,    culturally,    and   regionally  relevant, 
2)      Pevelop  -cha„isr   for   the  c00rdinationuOLavailableand 
resources   such  as   the   state    la        g  ptofesslonal 

^renSireandTidSeirdCe::iopment   of  aerials; 

„      Establish   "^---f-^SSr^SSS:  f.  assess 
^dfLrrirrrroI-aad^aterial  development. 
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2>  to^tilLI^:  Pr°8ramS  Md  — als  *»  -P°-e 

seling  as  needed  by  varioui ^^groups   ^  "^  C°Un- 

4)  Develop  programs  designed  to  provide  aee-re!^  a 

experiences  such  as  teen  trio,  „„   S  related  group 
ca„Ps  for  youth,  and  supportive  «Z  T"1  eVent8« 
parents  of  diabetic  children        P  experien«s  for 

3'  STLSt^SSL.1—  "  "«*  Pledge  concerning  diabetes 
"'   oTdTbetes.^  8eneral  PUb"C  -  »  awareness  of  the  nature 

"  erl^b^b^To^el^i  Z™"  «"  ^  "~ 
an  audience  profile  design  V  !  messed  through 
tudes  and  knowledge;     §       determine  public  atti- 

2)  P^ula^nf""1011  '""  *»  "*-i*  segments  of  the 

3)  Establish  mechanisms  for  the  eoor,H«.f 
resources,  such  as  voluntary        ap10n.°f  eXistinS 
federal  agencies,  and  cooperativp   agen?les>  industry, 
health  education'to  t^S^S^^    "°  ^^ 

^   5KiSSrSaSrL£0r  ^f  "^  inf— tion  to  pro- 
tors,  insurance  comphaenL^eertce;  »*"*"-    SUCh  aS  >*****' 

5)   Utilize  audience  profile  as  a  pre-test  for  n   .•    , 
monxtoring  of  the  effects  of  thl     T  continual 

i-eccs  ot  the  educational  effort 
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bus  drivers,  camp  counselors,  etc., 

2)   Deve!op  mechanise  to  '««^«^fSSS.-S"i^- 

betes  into  the  training  programs  and  curncui 

segments  of  the  public; 

DeVelop  materials  and  programs  based  on  assessed  regional 

needs ; 

in  simulated  crisis  situations. 


3) 
4) 
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^—^ECO^ffiNDATIONS 


the  National  Coronission  on  Diabetes  the  f^r"*3  f°r  c"»"er.tion  by 
dations  and  approaches  for  thei! resolutior [  *  ^   br°ad  »«— i 


Recommendation  l: 


^CleMM   "^  «™ ««-.    the  Commlttee  recomnends   the 


1. 


2. 


3. 


4. 


Assess^be  practicing  Health  professional's  attitude  Concer„i„g 

Esrs  tets.  h:dau1ctahtLrLfr1r,a  k~-  -  «- 

Program  of  continuing  -edicT^t^8  Md  C°  ^  ^itlc 

Design  continuing  medical  *a 

"ill  attempt  to  assure  ^Vc^r  "T68  in  diabet-  "hich 

to  treat  diabetic  patients.    P"  °f  health  Professionals 

lth  Professional  programs. 
The  Committee  believes  that  n,„ 
grams  are  the  most  effective  means  for"11"11"8  mediCal  location  pro- 
edge  of  the  health  professions  as  thev  °verco'»1»8  deficiencies  in  knowl- 
Numerous  agencies,  including  the  A]^  AnA   rn,,'0  dlabetes  ■eUitus. 
tl8S  arS  aVaUabla  -  -"/ou^tht'^L^^^.P-fessional  socie- 

The  effectiveness  of  the  PMF  ™ 
that  the  development  of  these  clrs^T  ^  been  di-nished  by  the  fact 
needs  of  the  specific  audience t >Zct\T  ****   baSed  u?on  identified 
reason,  the  Committee  believes  that  »^      *   *"  addressed.   For  this 
edge  and  attitudes  of  th»   f         an  Cessment  of  the  skill  *   t    f 
above  mentioned  agencies!  ZTl^Tt^   ^   ^   ^tedX  the 
and  inappropriate  attitudes  have  b     !  lc"ncies  in  knowledge,  skills 
developed  to  overcome  these  gaps   £  ldentlfled,  courses  should  be 
shops,  rounds,  audio-visual  SraK ^T™^*   Sh°»™   consist  of  work- 
these  goals   Th*   r>,-  i.      H^grams,  etc.,  as  neceqqp™  <-^ 

1-   The  Diabetes  Research  and  Training  Centers"  must^T 


0* 
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ipadershiD  role  in  the  development  and  implementation  of  these 
scientificaUy  conducted  continuing  professional  education  programs. 

The  ultimate  goals  of  CME  programs  should  be  to  update  the  knowl- 
edee  of  the  health  professionals  and  hopefully  to  effect  a  change  in 
edge  ot  the  neau  v  should  be  used  as  a  basis  for  specific 

clinical  behavior   The  ^ter  jho ul  ^  evaluation  has 

fagSd!  Zt the^ommitt^^^Ueves  Sat  evaluation  must  be  built  into 
CME. 

Another  means  for  carrying  out  this  recommendation  is  to  bring  about 
a«  pffprt-ive  change  in  the  core  curriculum,  as  it  relates  to  diabetes 
menitus   or  the  professional  schools.   This  could  be  achieved  through 
mellitus,  °t  j:he  Pro  e  available  by  the  government  to  pro- 

llllZl^l^oolTtl   innovative  curricula  development,  implementation, 
and  evaluation. 

professional  disciplines. 

Numerous  approaches  to  the  education  of  professionals  jrepossiUe. 

Advisory  Committee  under  the  Secretary  of  HEW  (See  XI  Proa 
Sheets:  Professional  Education: 3-13,  16-21,  zy  3J,  J3  winu  F 
this  recommendation.) 


Recommendation  2: 

Increase  the  number_jand_ix^^ 
ically  interested  in  diabetes. 

To  implement  this  recommendation,  the  Committee  recommends  the 
following: 

1.  Assessment  of  existing  manpower  specifically  interested  in 
diabetes. 

2.  Assessment  of  the  diabetes  manpower  needs. 
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3'  ^tstnddsrefioart:dhee;dr:c"in8  of ciinicai  °^^  m 

assistants.  specxalists,  and  physician 


ists, 


4. 


6. 


7. 


Encourage  the  development  of  satPim-o  i- 

reach  programs  to  make  better  use  of  p  ^?tment  Centers  and  out- 

ccer  use  of  existing  manpower. 

Encourage  community  hospital c  t-n  a™  •    j.  , 

The  Committee  believes  t-hpt-     •  • 
fessional  manpower  specifically  "terested  InTT"  "*   ^^  Pr°~ 
At  the  same  time,  a  determination  „f         diabetes  is  a  first  step, 
nurses,  dietitians,  and  other for  diaLT"",,1^'  am°^   »«5SteU=? 
made.   Based  on  this  data  various  dlab"es  education  and  care  should  be 
existing  manpower  pool  though  the  o?^""   ^  act  t0  increase  the 
of  clinical  specialists  in  diabetes  IT  T  °!  fU"dS  for  the  Gaining 
This  will  lnclude  diabetologists   endncr,"  f  ^  endocri"e  disorders, 
cialists,  and  physician  assistants  8S'  diabeteS  nurse  sPe" 

betes  specialists  and'  their  XocltZl^Ztu 'be*  TV-   °'   "^"ng'dU- 
with  communities  who  may  have  a  need  for  «   \       maintained  and  shared 
cific  area.   The  development  ot  satf  1 1  ?t  Sa?>\  sPe"alists  in  their  spe- 
tion  centers  and  outreach  programs  stoud  b!     '  treatmenc  and  educa- 
use  of  existing  manpower.   These  technL     en=°uraged  to  make  better 
together  the  diabetes  ^^tlts^Z^^f^T^.    *** 

^°TSSi5StS"«£^i1sw to  appor  — 

care  through  consultation  and  professional  UTT         lmProvlna  Patient 
approach  to  diabetes  patient  education  "nn"  educatl°n-   Finally,  the  team 
vices  to  patients  through  appropriate  nM,  •   !?  "lU  Pr°Vlde  better  ser- 
of  each  professional  disciplLe   Tnese  rlT       "  °'   the  Special  skl"a 
limited  experiences  to  provide  bet  ^  L    "^  haVe  been  sh°™  ln 
through  more  efficient  utilization  *f    I       ""•  leSS  expensively, 
approach  for  education  and  treatmenf  ^fa"lo?«1  -npower.   The  team 
specialists,  the  use  of  public  health     creatlon  of  diabetes  nurse 
and  trained  volunteers  for  teach inz  rein?"  "  Primary  Petitioners, 

teaching  reinforcement  and  the  development  of 


lir1-,,,,, 

6  i 


«;:.) 


I 


45 


physician  assistant  programs  are  examples  of  this  approach;  and  farther 
discussion  of  these  posslb *"£-«»£  ™  *££*  ^ £  Irofes- 
esion°ai  XZS^rS:   15%f».*SS!  29,  is!  35  which  pertain  to 

this  recommendation.) 


Recommendation  3: 

DeveJLpjL^ffe^^ 
needs  of  the  various  professional  groups. 

To  implement  this  recommendation,  the  Committee  recommends  the 
following: 

1.  Assessment  of  effectiveness  of  existing  materials. 

2.  Assess  the  needs  for  the  preparation  of  new  educational  materials 
for  the  education  of  the  professional. 

3.  Evaluate  and  modify  the  general  approach  to  preparation  of  new 
educational  materials. 

c         ,  ™«*-0T-ia1<?  according  to  scientific  principles, 
/,    Prpnaration  of  new  materials  acLutuxn^  u^  

let  aims  at  specific  audiences  through  techniques  which  are  more 

effective  to  bring  about  enhanced  knowledge,  skills,  and  an  indl- 

cation  of  behavior. 
5.   Develop  built-in  systems  of  evaluation  of  the  educational  impact 

of  the  materials. 

Tne  Clearinghouse  should  carry  out  the  following  functions. 

1  Publish  an  inventory  of  acceptable  professional  education 
materials  which  should  be  updated  on  a  continuous  basis. 

2  Make  recommendations  concerning  the  preparation  and  evaluation 
of educational  materials  to  interested  government  agencies, 
voluntary  agencies,  and  industry. 

3.   Establish  acceptable  standards  and  guide  line, .for  ^elopment 
and  utilization  of  educational  materials  based  on  scientific 
principles. 
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4.   Provide  meaningful  fepHh^v  *-~ 

Educational  materials  W1-n  k~    -i 
acceptability,  cost>  ^e    t  e™  TL^^' d  aCC°rd"8  to  tha~ 
als  will  be  recommended  to  meet  the  soeclfl   T  T1"8-   New  «*«*- 
ence.   Thus,  the  same  topic  may  need To  h»       "  °f  each  sPeclal  audi- 
for  medical  students  and  physicians  in  fr»-6d  by  seParate  documents 
pating  in  continuing  medical  education        S'  Petitioners  particl- 
betes  and  endocrinology,  as  well  a,    courses>  and  specialists  in  dia- 
assistants.   For  example,  the  subtecroTh"""1"?""3  and  P^ician 
dearly  covered  lor  all  i-ch'^^.t'TSS^Sr  - Cann0t  * 

j-tSSSTSJSfSS.sr  a^^hot- wel1: *••••  -— 

be  most  effective  for  individual  or  di«™ ona  c°°™""cation  programs  may 
and  booklets  with  moderators  Ly  prove "ost  el f   "UdlenCes>  ""lie  films" 
knowledge  and  skills  of  groups  of  „I       effective  in  enhancing  the 
every  system  must  have  a^uiL-in  e'vaSto'rTr^K  ?"  ""  "nal  anal^ia> 
positive  trends  in  behavior  modification   ^ ?ecta"><«  for  ascertaining 
d^icult  that  imaginative  educated  '^i™  ^  —-£ 

Recommendation  4: 


foil 


To  implement  th 


owing : 


is  recommendation,  the  Commit 


If  ■' 

«!  - 


tee  recommends  the 


1. 


2. 


3. 


Assess  need  for  educational  material*,   f.ir-    • 

insulin  dependency,  age,  laneuaL   L       8  lnt°  consideration 

needs,  socio-economic!  socJo  Tn'r  ■  edl\Catl0nal  level,  ethnic 

and  handicaps.        '  socl°-em°tional  needs,  regional  relevance, 

Develop  mechanisms  for  coordinar-fnn  «f    •   • 

material  development  and  delivery  (ef  "T^8  r6S°UrCeS  f°r 

'  *e-8->  a  clearinghouse). 

Develop  guidelines  for  devsl™^„t  t 

materials  taking  into  consTde«til°fHaPPr0Prlate  ad"cational 
diabetic  patient  relate  L   Special  needs  "f   the 

insulin  dependency,  v^T^T^   agonal IST? ' 

developing  educational L  materials   ""  '°  "^  relava"ce  of 
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Implicit  in  Recommendation  A  is  the  belief  that  programs  which  take 
^'consideration  individual  characteristics  of  th. >j£»£££Z£m 
to  he  internalized  and  und ers  »o  ^    o  e  direct  ly^  ^  ^  ^ 
The  problem  of  developing  "^^f^^^ividuals  from  various  groups  and 
established  where  possible  £«*£j£^£  ldentl£led  ln  the  actual 
backgrounds  possess  i»»  th^ch aracteri stic  ns  wh±ch  place 

development  of  its  materials.   """",,    cient  depend  on  securing 
much  of  the  emphasis  of  «»"  "^J^ "£*£t   can  internalize  and 
^erstaTt  e  relates  i  betweet ..at  he  is  asked  to  *-«  -- 

r  patient  SS-^SISI  -2"Sf  52-  -  ™  an  active  role 
in  his  care  reach  fruition. 

Recommendation  5: 

rn-..,„r  .,„  .wlm,  a  coordinated  professional  team^roach.^, 
diabetic  patient  education. 

To  implement  this  recommendation,  the  Committee  recommends  the 
following: 

newty  diagnosed  hospitalized,  those  requiring  home  management, 
utilizing  appropriate  team  personnel. 

tional,  or  ethnic  variables. 

<•  xr,s=\"  ss=  ssj  »■  -  ""' 

needs. 
5   Establish  satellite  teaching  units  in  hospitals,  clinics,  etc., 
staffed  by  appropriately  trained  personnel. 
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6. 


7. 


Provide  continuing  educational  programs  utlH-ln.  . 

team  personnel    (nurse,    etc.).  utilizing  appropriate 

Develop  programs  designed   to  provide  age-relate  » 

such  as   team  trips,   group  socLl  eve^tt  c^alcr^u  th^e  t  c . 


b^ic^a^ts:  aTam^^TutilLV0^  ^^^  P™«""  ^  dia" 
and  other  health  profess^    1     iilief  ^Tr      S'   nu"es'   ^"Itians, 
through  diabetic   treatment  and  education  ^eJ  "  approach-    coordinated 

with  greater  knowledge  and  J.™^  ^eir  drf"  *""?'  P"lentS 
mg  their  ability  to  assume  an  active  ro^lf  Z^l^*  lnCI^- 

more^1tceLm„tPaT:ife\\Lnrus1e0no1  eStln^  ^  —  —  -  a 
attendant   to  being  a  diabetic  eatW  8  resources-      T«e  problems 

unrealistic   to  assume   that  one  individul,    ""T^  "nd  Varled  and  lc   *■ 
time,   skill,   and  knowledge  necessarv  to  J*  . eSslonal  wou"  P°ssess   the 
lems.      The   team  comprised  or  oersonLl      satlsfactorlly  handle  the  prob- 
appropriately  coordinated  and  trained     Tff^T^  individual  ^ills,   "hen 
system  of  care  which  is  .r.^  ^related  co^edT  <°^ 

Recommendation   (S: 

gjS^SS,''  ldenMfV  m"  d^^h^ocio:eBo^nal 
followlngf emSnt   tMS  ""Nation,    the  CoMittee  recommends   the 

"      iSTi'SSjf  p^t:"  edUC"l0n  ^  a°— "onal  handi- 

3  =»-t=m  stksx-  rsss?^ 

4'     SSSS  andtlu^^r^^s.""  ""  ^  -«  -1th 
various  age,   ethnic/or  -SdJ^'XTTSS^  ££  * 
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An  important  but  ill  understood  area  in  diabetes  education  is  that  of 
dealing  with  socio-emotional  variables.   Research  in  this  area  is  critl 
,»1  as  it  could  lead  to  improved  treatment  of  diabetic  patients  by  over 
coming  psychological  obstacles  which  impede  the  diabetic  patient  from 

assuming  an  active  role  in  his  care. 

Individuals  at  all  levels  of  health  care  delivery  need  "be  trained 

^11^^  ■S^J^Tu^JSrS'S^S  in  rele- 
vant individual  terms  which  anticipate  psycho-social  variables  important 
to  diabetic  patients. 

Recommendation  7: 

- m.  effects  of  education  on  diabetic  paHent.  behavior  and 

self  management. 

To  implement  this  recommendation,  the  Committee  recommends  the 
following: 

1.   Establishment  of  a  mechanism  for  retrieval  of  j"™^  *^c. 
educational  responses  of  diabetic  patients  (National  Data 
tion  System)  . 

2   Development  of  methods  of  evaluation  of  patient  response  (i.e., 
attitude  change,  critical  incident  technique,  etc.)  to  educa- 

tional  program  . 

3.  Establishment  of  mechanisms  to  assess  ef ^^"tlleZT^- 
tive  educational  programs  and  materials  (role  of  diabetes  eauc 
tional  training  center)  . 

4.  Development  of  procedures  -d^echniques  for  continual  evaluation 
of  educational  programs,  especially  relating 

language,  ethnic  needs,  handicaps,  etc. 

GUIDELINES  ON  EVALUATION  OE  EDUCATIONAL  PROGRAMS 
These  guidelines  are  based  on  the  following  set  of  assumptions: 
1   The  evaluation  of  education  programs  tends  to  focus  on  the  attain- 
.en/of  educational  ob.ective; ^^^^^Tl^r^^l^ 
emphasize  performance.   This  is  so  lor J>       obiectives  has  been  easier 
of  which  is  that  *e  assessment  of  educational  ob^ciVbased       ^ 

Steria  ^^ssZs^H^Zt^tol -educational  objectives  have  been 
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^^^^^Ls^^^Z^r   -  -  case  of  the 
are  strongly  inpUed.   At     very  Last  a  pe5formance-based  criteria 
between  the  evaluation  of  educational  oM  a  balance  shou«  be  sought 
dltlonal  "classroom"  criteria  and  the  °bf?tlves  ln  ^ms  of  more  tra- 
ces 1„  terms  of  performance-base^  ^riSST"*    edUCaClonal  °hiec- 
for  the  assessment  of  educational  obWf    •   reasonable  focal  point 
That  is,  a  substantial  part  of  tL      T"  "  the  polnt  °f  delivery. 

focus  upon  the  Performance  ofindivfd'aTin'th"0",  "'"^  Sb°Uld 

diabetes.  "wiviauals  m  their  relationship  with 

ment2;f  s:  ge^r0:":^^:^::0^:1,,^^^  drcted  <—<  *•  -co»Pilsh. 

tudes  of  the  health  professionals  whoT,  .""  ^°^d^-   ^ills  and  attl- 
betic  patient"  will  involve  ""    t     iVBV    health  care  to  the  dia- 
subprograms  (educational  st  rate  Jit*  a,?/  differe«  educational 
variability  in  the  -thodoSieTemplo^Trein!'  "*  ™M^ 

vary'cons^^T  or^Lrdescripcio08^/111  ^  *"**"  -" 
sronal  relationship  to  the  diabetic  patient        "^  *"  the  Pr°fes- 

endetors^ill^1^!^3^6:^^?^:,11^^^^  *  SUCh  b"a°  educational 
stituting  of  equivalent  comparison  LoLsT  ""^  unlIke1^  'he  con- 
groups).   Therefore,  comparison  groups  shou^T1"6"31  "^  C°ntro1 
sure  to  the  educational  programs  has  L,         ,  constituted  after  expo- 

matching  procedure.     proSrams  has  occurred  and  according  to  a  standard 

effeftive'nlss'^^rlnTsub^r0'  ""  f^'  lndlC"°"  f°r  assessing  the 
with  the  traditional  ob^ire-atSinL^^0,0116^'  "hlle  consistent 
restricts,  or  renders  impossible  ZZ         evaluation  model,  severely 
grams   Therefore,  the  evaluat  on  ^"u^T?  ^  V3rl°US  SUbpr°" 
should  be  reasonably  applicable  to  anv  ^  associated  Indicators 

overall  educational  plan.  y  component  or  subprogram  of  the 

educational  o^ctiv's'are^be'f""0"  ^^  the  ««*  to  which 
ivin*  specificJeducar  onal  nee"!  which'!?  *"""  alS°  *SSlst  «  "enti- 
or  Its  components,   m  other  wordf  effective"  "I  ty.the  °-«"l^°Ir7m 
nostic  function.   Therefore  „°  !  \         evaluation  serves  a  diag- 
which  allows  not  only  for  the 3"  ^""""strategy  should  he  sought 
also  actively  directs  program  ravish     Pr°8ram  SUCCeSS'  b"  »bich 

-edfic  program  components!  s^en  SS^  Jfe^ ^ 
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c  nil  have  forms  of  evaluation  as  integral  parts  of  their 
programs,  will  have  forms         evaiuation  plans,  associated  with 
programs.   Specific  and  indiviau      _trongly  urged  and  expected.   The 
individual  subprogram  ob3ec :tive   are  J»ongly   8       evaluation  and 
evaluation  strategy  presently  treated  i ««M       t   ^  professional 

tainly  not  exclusively,  "^"^/^Twlv  of  avoiding  the  duplication 
stage   This  a, >proach  ,s  sugge  sted  a a  way^of  -"^^  ln£Pormtlon 

tion,  namely  that   the  *ss^f   accompiished  in  connection  with  spe- 
most  appropriately  and  etticientiy      v        asSessment  of  performance 
cific  educational  B^°8r™'  "*'*£    /       e  maniLsted  during 
or  behavioral  outcomes,  ^^^^"'^^^^e^beyond  subprogram  capa- 
the  delivery  of  health  care,  etc.,  usually  goes   £  evalu_ 

bilities  and  should  be  approached  m  terms  of  a  coherent,  g 
ation  plan. 

In  light  of  these  considerations  the  following  recommendations  are 
made: 

A.  That  part  of  the  general  "hiective  which  de £  *^™^.£tude 
attitudes  of  health  professionals  dictates  the  neve  p  lrected  toward 
scale,  preferably  a  summated  rating /^^f  s^tftude  change  attrib- 
specific  attitude  objects  to  be  used  in  assessing  art     -jj-^     t0 

nLble  to  partici P"^^^™  £".  ^ch^rf  ci^rly .  V 
development  or^c^aTcri-^pHcabL  to  all  or  most  target  groups  con- 

2SI-  &:  ^^.rzsff-ss  =rz  suggested  te 

assessing  patient  and  public  education.) 

B.   Those  parts  of  th< .general  object!. ;  whi^deal  ---^—a t 
^much  morelaSul^lan  ing!  As  a  result  .  -orations  associ- 
ated with  the  dimension  of  evaluation  are  more  fully  describe 

A  general  strategy  for  evaluating  educational  programs  such^as  this 
one  must  include  a  criterion  which  possesses  tne 
characteristics: 


1. 


It  must  be  a  reasonable  and  fair  standard  against  which  educa- 
tional efforts  may  be  evaluated. 
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2"  -^rtoirchtactrSLT'7  "  hd"'«»^  ^ts  with 
Stoops    (such  as  5K^ri£«££7L£2£-E5  *   ^ 

3.  It  should  allow  for  the  discovery  of  differential  ^  .  •  . 
respect  to  educational  contents  education^  lmPacts  *xth 
different  aspects  of  a  general program     '  C°mp°nentS>  °r 

The  assessment  of  knowledge  and  skill*  ahn    ij  u 
terms  of  their  impacts  on  on-the-job  decisions  or  in"  aPPrMChed  in 
stems  in  crisis  situations.   Knowledge  and  skills  whA    ""^  deCl" 
able  in  the  professional  performance  of  w,, It  Ch  are  not  observ- 

might  reasonably  be  considered irrelevant  to "1°^ ^som^   -  others 
Consequently,  the  impact  of  var  o   1  L  1  evaluation  strategy, 
sional  performance  (on-the-job  decisions!  o?f  P"«rams  °n  the  profes- 
etc,  is  a  criterion  which  els        s ft  f    "™  Personnel, 
identified  above.   First  in  an  w P°f  the  three  characteristics 

reasonable  and  fair  standard  til       I     u*  m°St  UnUSual  cases>  "  ^  a 
compared.   For  more  specific  oht  ,     ^  educatl°™l  efforts  may  be 
might  have,  a  reason^! L™  ™T?  *  educa«°aal  Programs 

to  improve  the  performance" participants  ^^r  ""   deSlgned 
participants  involve  other  than  n,,^i     ^      he  :°bs  Pertormed  by 
the  most  basic  ingredients     i      "^hanical  skills,  then  one  of 
decision  situations?  "o  the  extLr^r311".^  the  resol"tion  of 
ioral  alternatives,  the  resolution  of    T       1°   J°bS  allow  for  behav- 
tial  characteristic  of  the  fob       L  °n-the^ob  decisions  is  an  essen- 
of  training  programs  in  genera]'  lr     7*       *"  that  Should  be  expected 

is  that  they^fluencrturmln  er°  nlhic "oT  he-rob T  **»tte*«. 

resolved.  Ln  on  the-joD  decisions  are 

individual  Perf^r^nTa^rScy^orjob6^1^63  "^  ^  dl~"ad  '««< 
tive  with  respect  to  some  subcategories  ^f  Pro?"™  ""  fraauently  effec- 
less  effective  with  respect  to  orh\   Partlcipants,  but  relatively 
Rarely  is  a  program  either  tot. T^l/^^0^   °f  Pa«icipants. 
Consequently,  a  prod„rM,?f  totally  effective  or  totally  ineffective. 

allows'  for  modif  Latio"  and  e'vision^f  "T^^!^10"  1S  ™   wbicb 
nately,  much  contemporary  Program  evaluation^  "f  eff°"S-   Unf°"u- 
or-nothing  phenomenon.  Thl   rfsutts  of  el?  t'       *  SUCCeSS  aS  an  a11" 
conclusion  that  "It  works"  or  "It  L   f™1""1™  frequently  yield  the 
a  general  evaluation  criterion  would  ,11   T*'   ?he  "edification  of 
of  educational  impacts   Solution  of  n  r.   T*  reallstic  appraisals 
terion  which  would"  allow  for  comparison To    h °b  declsioaa  K  a  cri- 
pants.   Hence,  the  results  of  Z Zt  °  subcategories  of  partici- 

cation  or  revision  of  educational  Jf  Tlua"on  Kould  "Uo,  for  modifi- 
emphases,  and  the  more  appropriate  IsTTf'^   redlrection  »f   program 
evaluation  strategy.    pproPr:Late  use  of  information  generated  by  the 
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Third  rarely  are  educational  programs  uniformly  effective  or 
ineffective.   Some  features  of  a  total  educational  program  may  be  rela- 
tively effective  while  other  features  are  relatively  ineffective, 
unfortunately,  if  different  dimensions  or  aspects  of  a  total  educational 
program  are  evaluated  according  to  different  criteria  ten  no  compari- 
sons among  elements  of  a  total  training  program  are  possible.   However, 
If   I   generally  appropriate  criterion  can  be  identified,  then  comparisons 
among  deferent  elements  of  a  total  educational  program  are  Possible 
The  Resolution  of  on-the-job  decisions  is  a  criterion  which  would  allow 
for  comparisons  among  different  elements  of  the  total  education  program 
with  which  we  are  presently  concerned.   Hence,  subprograms  could  be 
modified  in  terms  of  retaining  those  which  influence  on-the-job  deci- 
™ons  and  revising  or  modifying  those  which  seem  to  have  little  impact 
on  the  resolution  of  job-related  decisions. 

The  evaluation  strategy  herein  recommended  assumes  that  "jobs"  can 
be  characterized  in  terms  of  the  types  of  decision  situations  encountered 
by  individuals  performing  the  job.   It  is  possible,  therefore,  to 
answers  to  the  following  questions: 

1  What  kinds  of  decision  situations  are  characteristically 
encountered  by  a  given  target  group  in  the  routine  performance 
of  their  jobs? 

2  What  kinds  of  decision  situations,  encountered  by  these  indi- 
viduals,  are  influenced  by  the  education  they  have  received? 

3.   To  what  extent  is  there  a  good  fit  between  the  educational 
programs  and  the  job  requirements? 

The  answers  to  such  questions  are  attainable  by  following  the  general 
lne  answers  uu  su^n  huv-  „   -  .   L„„jr  strategy,  one 

strategy  known  as  "critical  incident  technique.  This  basic  strategy, 
whlrb  should  be  familiar  to  whatever  agency  is  selected  to  perform  the 
Ivaluation!  should  be  modified  within  the  following  general  constraints: 

1   The  selection  of  target  groups,  using  probability  sampling  plans, 
for  whicn  critical  incidents  (specifically,  decision  incidents) 
may  be  generated. 

9        The  development  of  a  comparison  base,  either  through  pre-  and 
2'   pos^inte-iewing  or  through  the  description  of  Performance 

characteristics  for  target  ("trained")  and  for  matched 

("untrained")  groups. 

3   The  sampling  of  decision  incidents,  by  decision  category  to  be 
evaluated  for  "correctness"  by  a  purposely  selected  panel  within 
each  professional  role  or  job  classification. 
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An  example  of  this  evaluation  strateav  ffl,H.j  ,. 
progtam  consisting  of  55  SubD™»„L        applied  to  a  general  training 
Training  on  Job-Related Decision  "  n^  "aila"e  ln  "^  Impact  of 
»ent  Assistance  ^^X^^T^f^^   £3?*°"- 

m^^Tl^td^l-lzXT,  bhealth  care  for  th*  °ia- 

rion  might  be  labeled  "facilitation  "  „!rf    ^  sug«ested-   That  crite- 
which  the  professional  Performance  'f  hl,^    r6fer  t0  the  extent  to 
the  patient's:   (a)  understanding  of  hi ft ^V^l?™1*?^™** 
coping  with  the  condition  anrt  m  „,   !  condition,  (b)  confidence  in 
»ent.   This  additional  crlterL  wouiTraT8    *mt   "  ""-"«  treat- 
relationship  of  the  diabetic  ITtZlt       I*   appropriate  note  of  the 
considerable  responsibility  for  the  V  ,   "ealth  Care  SyStem-   Sln« 
with  the  patients  themselves  an  1  L  ?'  '    dlabet±C  Patl6ntS  reSts 
into  account  this  fact  i   1  t    '   !  evaluation  criterion  taking 

that  the  evaluation  plan  incite  tt  h^T"    lyJ  "  iS  Rested 
(b),  and  (c)  above.      lnclude  the  development  of  indicators  for  (a), 

C.   Research  in  educational  methods  used  so  that  tw  . 

of  improving  the  care  of  the  d1,h»n„  \s.°   that  they  respond  to  the  need 
with  the  evaluation  strategy  recommendef  I™ -^   °e  ""  ln  conjunction 
interview  may  include  a     c    "     n  r^   The  Crl"Cal  inM^ 
techniques,  included  in  thf  «  V      P       educational  methods  or 
exposed  to  which  in   , t   n"8™  that  resP°ndents  have  been 
resolving  specific  on-the  lob  "<    "^  °r  aSSlSted  respondents  in 
able  to  consider  wheth er% InotZrU^lT^  Tt°'    "  "'  ^   ™lu" 
in  research  concerning  educational  ™^  "  raSures  llkely  to  be  employed 
ically  to  the  issue  of  improving  health °d°loSlef  .a«  relevant  specif-" 
patient.   At  the  very  least  it  «»  delivery  for  the  diabetic 

criteria  are  isolated  for  eUlLtlT tZTT*^   '°  SUg8eSt  that  whatever 
Plated  herein  might  also  be  app^L  e  .Serfa"^  Pr°SramS  ""^ 
tiveness  of  methodologies  employed  with • Cr"eria  for  assessing  the  effec- 
(See  XI.   Project  Summary  Sheets   Prof"     ,  *dUCatlonal  Programs, 
pertain  to  this  recommendationO '   Pr°feSSlonal  Education:   5-7  which 
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Recommendation  8: 

Develop  and   ~--i  ■■«'■■•   .d,.r«Monal  materials  and  programs   for   the 
fene^fnXfo1eIsio^al^ubllc^ndJor   "special  publics"  who  relate 

t-n  diabetic  patients. 

To  implement  this  recommendation,  the  Committee  recommends  the 

following: 

1  Assess  public  knowledge  of  diabetes  and  public  attitudes 
'   toward  people  with  diabetes  on  a  regional  basis  through 

audience  profiles  . 

2  Develop  appropriate  educational  materials  and  programs  for  the 
general  public  to  make  the  public  aware  of  the  nature  and  scope 
of  diabetes  as  a  health  problem  . 

3.   Develop  materials  and  programs  for  service  segments  of  the  Popu- 
lation such  as  police,  firemen,  teachers,  bus  drivers,  camp 
counselors,  etc!,  designed  to  provide  information  to  equip  them 
to  aid  diabetic  patients  in  crisis  situations  . 

4   Develop  mechanisms  to  incorporate  information  about  diabetes 
into  training  programs  of  service  segments  of  the  public  . 

5.   Establish  mechanism  for  coordination  of  existing  resources 
in  development  and  delivery  of  public  health  educational 
programs  . 

f,   Develop  a  clearinghouse  for  diabetes  information  to  provide 
trials  to  concerned  public,  such  as  legislators,  employers, 
etc. 

7   Fvaluate  effect  of  educational  efforts  by  studying  public 

attitudes!  discriminatory  practices  toward  people  with  diabetes, 
anu  decisions  made  by  service  segments  and  the  publrc  rn  srmu- 
lated  crisis  situation. 

c      i„  rv,ar  thprp  is  a  need  to  develop  educational 
The  Committee  feels  that  tnere  is>  <*■   "ecu  u        r  ^„j0 

.atefials^d  programs  -r  the  general  public .base  on  regiona  ^needs 
as  assessed  through  an  audience  prof lle  <^ignea  educatlon 

attitudes  and  knowledge   This  assumes  ha   e „  publrc       ^ 

XZZ&X£   £££  b  J     n  -~ptions  w hich  lead 
to  discriminatory  behavior  manifested  against  diabetic  p 
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--S^rr^Lri^^^sr  f ould  be  acc— d  *  * 

the  coordination  of  available  resource*  f       exiting  materials  and 
delivery  of  health  edncati™  to  the  general  Thv   '  ^^nt,  and  the 
coordination  of  resources  will  present  »™  1  ft   '   ThlS  aSsunes  th«  * 
education  emphasizing  regional  need with  br  Abased  'T^   '"  P"bllC 
large  segments  of  the  population.  potential  to  reach 

for  ser^ic'e^s-eg^S^rch'e'pop^la^6::10?^'  °f  T^*   «*  >"«"- 
teachers,  bus  drivers,  camp  counselors '  etc  "LS  °   a'  f±remen' 
nation  to  enable  these  individuals  tnalfa' \S"ed  t0  pr0vide  inf°t" 
situations.   Such  materials  should  be  regional10  Patl?nts  ln  crlsls 
should  enable  those  individuals  whose  occup^troLr  CUltUra1^  baae°  «ad 
them  in  contact  with  diabetic  patients  to  effe  ?   "sP°"slhilities  bring 
event  of  crisis  situations  such     Lk  h        lj  intervene  in  the 
is  also  assumed  that  an  educational  stra  "Z  "^  lnSUlln  shock"   « 
population  will  iessen  misconceptions  Ibnnt  a  I   """^  seS™™*   °f  the 
criminatory  behavior  manifested^sf £££"£*£  lMd  t0  "~ 

e«ortnby11syt^yingnthCeeSdSecLio0nseVma1dUf  b"  '*"  ^"^  °f  the  educational 
to  simulated  crisxs  situations   I  is  a'ssumedV^"5  °f  the  P"blic 
egy  employing  "critical  incident  metbL  i   "     '  an  eval""ion  strat- 
about  the  probable  behavior  of  LdiviS,  a°,  "^  "J"  Pr°Vide  l™»ledge 
confronted  with  diabetic  pltiLtf  In    •  •  "  the  Carget  alienee  "hen 
the  evaluation  strategy  is  Tfeedh,  V""8  situatl°^-   Also  implied  in 

sion  of  the  education8program  if  -rprZ'T  T^   "*"  3U°W  for  "**" 

v      gi-am  ir  it  proves  to  be  necessary. 


i 


i 


i 
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VI.   PRIORITIES 

The  Committee  on  Professional,  Patient,  and  Public  Education  has 
establishe7the  following  priorities  regarding  its  recommendations . 

1.  CONTINUING  MEDICAL  EDUCATION  PROGRAMS  FOR  HEALTH  PROFESSIONALS 

2.  DEVELOPMENT  OF  EDUCATIONAL  PROGRAMS  FOR  THE  PATIENT  AND  HIS 
FAMILY . 

3.  DEVELOPMENT  OF  EDUCATIONAL  MATERIALS  FOR: 

a.  Patient  and  his  family 

b.  Public 

c.  Professionals 

4.  SPECIAL  PUBLIC  SEGMENT  EDUCATION 

5 .  EVALUATION 

6 .  MANPOWER 
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XIL IMPLEMENTATION  strat^y 


Profession!  "  a"   „  "  ^irSr^10"8  °f  the  C°-*"~  on 
of  all  available  resources  In  L'  r     ""Z"1  requlre  utilization 
this  effect  a  Workgroup  on  HsHrZT^LT  .T^   °f  S°-™nent.   To 
Dr.  Jack  Barwind,  has  prepared  a  sneM,,       V-MrS-  J°yCe  Kortman  ™* 
in  various  federal  agencies  and  trtr  ^"^   ldentifyi"8  resources 

zations  which  may  be8  PO^l^vaiiaMTz?1'  *"*  TOl™tary  organi- 
treatment  and  education  program   %!»   I  *   natlonal  diabetes 

Resources).   The  National  Ssslo!  on  n  ?"  °f  the  WorkSrouP  on 
sideration  all  of  these  aval" resources  for^ "",  ^  lnt°  C°n" 
its  recommendations.   Coordination  of  °"r"s  .  f or  the  implementation  of 
agencies,  such  as  the  National  Instft  *CtXV"les  betMeen  governmental 
Disease  Control,  the  Health ^ ^mintscra  ^  the,CeM«  for 
organizations  such  as  the  American  D1»w   f     "'  a"d  vol™tary 
Diabetes  Foundation,  the  CrlclT A^llltl', ^T^t™'    ^   JuVenlle 
and  others,  may  provide  the  re  »r™    f   /  Diabetes  Educators, 
recommendations  of  the  National  Co-"     ^er.hip  to  fulfill  the 

iNacional  Commission  on  Diabetes. 

Examples  of  three  mechanisms  by  which  coorrH™,-- 
be  brought  about  include:  coordination  of  activities  may 


Diab 
prof 
basis. 


profe^L^rSlS  TLl^b8l-cenTS  ^  a  ™  ^  *"  -et 
P  cient,  and  public  education  needs  on  a  regional 


e  A  National  Committee  on  Diabetes, 
o  A  national  clearinghouse. 

the  awff l0Wln8  inf°rmati-  describes  our  approach  toward  implementing 

ESTABLISH  DIABETES  RESEARCH  AND  TRAINING  CFNTFR.  - 

meet  the  professional,  patient  and  d,,mT   J    "  *  manner  Which  wil1 

basis.  P  C16nt'  and  Public  education  needs  on  a  regional 


L  '1 


c 
13 
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A. 


definition  of  the_DRT  Center  Concept: 

We  understand  a  Diabetes  Research  and  Training  Center  to  be  a  center 

in  which: 

1.   Education  is  considered  an  integral  part  of  treatment. 

9   Research  in  the  diagnosis  and  treatment  of  diabetes  includes 
2-   reseat  into  educational  methods,  effectiveness,  materials, 

etc. 

3.  Continuing  medical  education  programs  are  offered  for  health 
professionals. 

4.  Educational  programs  are  offered  for  diabetic  patients  in  a 

model  clinic. 

.  •     „j,  ^f  o  rppion  are  coordinated  through 

5.  Educational  training  needs  of  a  region 

appropriate  outreach  programs. 


Activities  in  the  Center: 

7  EstablishmentofjLjnod^^      A  model  clinic  is  one  in  which 

1-   kstaDiisnuiKiiL_. _ diabetic  patient  are  provided  by  a 

the  care  and  management  of  the  diabetic  pat         |ducational 

role  in  his  own  care. 
2.   Continuing  medical  education  P^Srams  for  health  professionals^ 
who  provide  primary,  secondary,  and  tertiary  care  in 

4.   Coordination  of  communications  pertaining  to  diabetes  in  the 
region  which  it  serves,  such  as: 


a. 


internal  coordination  of  research,  training,  and  education. 
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5. 


6. 


7. 


dSale6?  "  °rder  t0  """^  Publlc  aw~  about  the 
c.      Coordination  with  programs  of  ADA  and  JDF. 

^na^nYp™trC0"r to  ptu  heaith  C"e  *"'~ 

regarding  diabetes  ^d  It! ™  ^ lta"°-  or  information 

Exploration  of  innovative  uses  of  lioait-v, 

the  delivery  of  diabetes  heat  h°  a     V  "*  ir™18  *" 

specialists,  physician  assistants).     8"'  dlabetes  nurse 

Develop  an  outreach  program  which  will  fulfill  rh»  aA        »■ 
training  needs  of  the  region.  tultil^  the  educattonal/ 

a.   Encourage  provision  of  educational/training  services  to 
unserved  or  inadequately  served  communities^ 

''      SPrra0:sldinS:„edders0:revyedf°arrLhse  T^^  ^  ^^  Pr°" 

with   flexible  s^oertaprnaaS;-o„Erp0oUc8iesflnanClal   ^'^™ 

''     P^id^^enverTorrr  lnf°Ttl0n  °f  S3tellite  <«*«-   to 
mental  de:crIptLn).tl0n/tralning  Pr°grams    <■«  -PPle- 


! 

lliii'  w 


c-   Evaluation; 

SrammeTLr"nIll^a:rl0nc-va^a"--he«ectiveness  should  be  pro- 
research  demonstrating  the  imoact  Af  ^   eval""ion  could  be  devised  as 
measures  of  patient  p.8r  o man! on  health^sT1  ^h8^  0n  °bJeCtl- 
should  be  periodic  meetines  „  ,   j       tatuS  ""^caters.   There 
their  activities  and  planf  t   ,  "ff™  °f  the  centers  to  review 
the  Centers  to  meet  with  the  central  dlab^  "  *  delegate  '°  «P"sent 
(National  Diabetes  Committee)        diabetes  coordinating  committee 


09 

3 


D, 


TrainingCenter:        " 


f  a  Diabetes  Researrh 


and 


1.   Although  it  should  be  understood  that  DOT  Centers  should  h 
Placed  m  areas  where  education  and  treatment  Irllt^J' 


ttment  programs  exist 
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under  already-established  funds,  it  should  be  "ken  into 
consideration  that  the  needs  of  some  areas  of  the  Nation  will 
require  the  development  of  DRT  Centers  de  novo. 

2  The  potential  DRT  Center  should  be  able  to  demonstrate  its 
ability  to  gain  additional  financial  support  for  education 
purposes  from  other  sources. 

3.   Outreach  capabilities  should  be  defined  and  programs  developed. 

4   Prior  to  involvement  in  outreach  programs,  each  State  or  Region 
involved  should  develop  a  state  plan  for  diabetes. 


E.   Resources: 

1   Manpower:   Within  a  center  key  personnel  for  education  may 
lm      in"   internist,  pediatrician,  nurse,  ^^-^SSJ 
social  worker,  educator,  and  a  group  of  consultants  (podiatrist, 
behavioral  scientist,  epidemiologist,  statistician)  responsible 
to  needs  of  the  center  and  region. 

2.   Physical  Facilities  : 

Key  core  facilities  for  educational  programs: 

a.   Model  clinic,  availability  of  in-patient  and  out-patient 
facilities. 

b   Physical  facilities  such  as:   examining  rooms,  c™fef"ce 

and  group  classrooms,  offices  for  medical  and  allied  health 
personnel,  laboratory,  and  space  for  individual  and  group 
dietary  counseling,  food  preparation,  and  demonstration,  etc., 
as  needed  for  educational  programs. 

3.   Source  of  Funds  : 

a.   Items  that  could  be  supported  by  funds  to  the  Center  : 

1)  Salary  support  for  key  professional  personnel  involved 
in  the  educational  program. 

2)  Salary  support  for  key  allied  health  trainees. 

3)  Salary  for  secretarial  and  support  personnel. 

4)  Funds  for  core  equipment  and  support  of  center  core 
laboratories  for  patient  education. 
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b. 


5)  Funds  for  research  programs  in  education. 

6)  Seed  money  for  the  establishment  of  the  out- 
reach program  for  education. 

Funds  for  the  support  of  patient  care  and  education  should 
come  from  city,  county,  state  and  national  health  care 
programs,  health  insurance,  Medicare,  Medicaid  etc 


F. 


Supplemental  DescrlpMnn  nf  cj^^,.  Pro 
Within  the  designated  area  of 


gram 


will  be  responsible  f 
education. 


geographic  responsibility  each  Cent 
or  the  establishment  of  satellite  programs  for 


er 


1.   Region  of  responsiblity : 

The  regional  responsibility  of  thp  <*m-*Ti-n-  .,,  .   , 

Population  concentration  and/or  dis  ribution  L   n     "   ^ 

graphical  boundaries  as  defined    ,t5lbutlon  as  wel1  ^  geo- 


on  the  state  plan. 


2.   Location: 


2  w:"dioLoofneth:fs^:1L^1eo^.of(?rratlonal  activities  -iu 

(2)   gov.™**  facinties.l^v^LtL1     ^Ta^ef  ^  ,       , 

hospitals,  or  (5)    frpp<3(-an^-nft  u      -, ^    i      .,     <*Keiu.xes,   (4)  local 
HMO's.  freestanding  health  facilities,  such  as 

3.      Personnel: 


I. 

I" 

I, « 

» ;: 

I*' 

«e ., 
'nii'i 

U 

! 


4. 


Financial   support   for   thp    cat-oii-i*. 

originate  fro!  Center  fund^dd     ionaf  sec  ™££?Z?* 

support  personnel  will  be  funded  from  iLal  sources!  ' 


staff  personnel  will  be  supported  bylocalf™ 


coordination. 
Activities: 


Consultant 
however,    Center 
ltation   and 


1,1 

a 

51) 


m 


a. 


b. 


p'rog^rLst  deveLTan"  acceptaoleTr  ^   *  *  S^11^ 
including  evaluation  criteria"  education  plan, 

Upon  approval  and  acceptance  of  the  plan  and  the  awardins 
of  funds,    recruit  and   train  satellite'  educational  personnel. 


;#§KkJ58 
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c   Implement  the  diabetes  education  plan  or  program  throughout 
the  satellite  region.   Establish  education  priorities  within 
their  area  of  responsibility,  based  on  existing  needs. 

d   Establish  resources  within  their  area  of  responsibility  for 
obtaining  continuing  financial  support. 

•■  ssss-r-ssss:  &-rs£Lr222r' both 

Patient  education. 

f    m,o  *mr  iq  to  provide  a  continuation  of  appropriate 
"   ^r^  Commissions  Mabetes.   Exam- 

ples of  continued  or  expanded  functions  include. 

„*  rtP  Commission's  recommendations,  and 

1.  Monitor  the  progress  of  the  ^°™ 

available  resources.  , 

2.  Recommend  changes  to  the  long-range  plan  as  appropriate. 

3.  Authorize  formation  of  sub-committees. 

4.  Approve  sub-committee  appointments. 

5.  Review  and  act  upon  recommendations  submitted  to  NDC  by  any  of 
its  sub-committees. 

6  Make  recordations  and  endorse  guidelines  for  developing  plans 
to  coordinate  state-wide  attacks  on  diabetes. 

7  Record  and  endorse  national  efforts  toward  accumulating 
epidemiological  data  on  diabetic  patients. 

8.   Endorse  questionnaires  designed  to  assess  health  professional 

manpower  needs  in  diabetes. 

,.   Review  and  endorse  the  •W^fH^^^S.'E  MaoeS! 
the  National  Clearinghouse  for  Edu^f  ^  ^"*f  educatlonal 

-rerfa^itted  toTe  010=0^  forfeit  approval. 

-  k ^-r in ™jw^t2£r 

education,  and  research. 
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B.   Composition  of  th 
following: 


e  NDC 


should  include  representative 


s  of  the 


Diabetes  Foundation,  diabtti  patients    AfSS°Ciatlon>  the  Juvenile 
involved  in  diabetes  research  ?S     I   professio^ls  actively 
Lawson  Willcins  F^tS^^^,**™  "^  ^ 
educators,  industries,  and  communicf tLn  media  ITTff 7?*°*** - 
to  include  representatives  from  t-ho  nff   medJa'   E*  officio  members 
and  HSA.  tr°m  the  0fflce  of  Health,  NIH,  HRA,  CDC, 

Education  Sub-Committees: 

1.   Sub-Committee  on  Professional  Education: 
a.   Responsibilities: 

rXotbibCmt"Cfe:r0"ecPo™r,Si0nal.EdUCatl0n  Wl"  "ave  the 
knowledge  anTbe^vi £T£ ill!  S^h""'^'  °f 
involved  with  serving  diabeti p   e      ,!f°  eSSi°MlS 
derived  in  establish?™  -i,    •  • acients-   Information 
(1)  test  da  t  J  mlnTUm  essentials  will  provlde: 

bodies,  (2)  wSK,^  »^-  -agnation 

iat  program,  (3)  informs  tio?7o7  as Istlnf  ""^  SP6Clal" 
development  within  ori„„.,<--        assisting  curriculum 

(4)  daL  ?or  eval"at?nrDr:"  Pr°8ramS  f°r  S»eclflc  audiences,  and 
of  knowledge  a^llls  llllTe   llncmed"1"1™"  essentials' 
national  task  force  workshops  to  id  ^,'    Part'  throilSh 
sional  competence  in  their  specLuv   Th    ^  °f  Pr°fes- 
workshops  will  be  Dr««»n*L  ?  !f  X-  J   results  of  these 
Sional  Education  for  their  revi     ^"-"tee  on  Profes- 
give  the  final  endorsement  for    and,  endo"«"ant .   NDC  will 
edge  and  skill.  Addition, l    mlU±mal   essen"als  of  knowl- 
serving  as  a  review  and     responsibilities  will  include 

education  as^e^of  ^b^™^^  "  "°f"^ 

b.   Composition: 

The  Sub-Committee  on  Profp^-irmai  va 

one  representative  ^S^f^SSTJ^f  C°nSiSt  °f 

1)  Professional  Education  Committee  of  ADA 

2)  Endocrine  Society 


« 
Sis 


I 

'""n'i« 
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3)  Diabetes  Nurse  Specialist 

4)  American  Dietetic  Association 

5)  National  Association  of  Social  Workers 

6)  American  Psychological  Association 

7)  Allied  Health  Colleges 

8)  Evaluation  Specialist 
Sub-Committee  on  Patient  Education: 

a.   The  Sub-Cotnaittee  on  Patient  Education  will  have  responsi- 
bilities for: 

1)  Monitoring  federal  agency  programs  on  a  continuing  basis 
}   and  determining  their  applicability  to  diabetes  patxent 

education. 

2)  Developing  criterion  standards  for  hospital  based 
in-patient  education. 

3)  Developing  criterion  standards  for  hospital  based  out- 
patient  education. 

4)  Monitoring  and  recommending  minimum  standards  for  patient 
education  by  health  system  agencies,  state  plans,  and 
health  service  area  agency  plans. 

5)  Developing  minimum  standards  for  Medicare  for  patient 
education  as  a  part  of  treatment. 


6)   Monitoring  an  information  bank: 


a)  Regarding  materials,  programs,  and  funds  for  patient 
education. 

b)  Research  and  development  on  patient  education  tech- 
niques regarding  diabetes  and  related  diseases. 

7)   Initiate  education  seminars  on  a  regional  basis  in  dia- 
7)   betes  and  related  diseases  by  utilizing  HEW  resources  n 

tandem  with  federally  funded  regxonal  health  offices  of 

HEW,  state,  and  local  health  agencies. 
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8)   Work  with  Joint  Commission  of  Hospital  Accreditation 

a)  Develop  standards  for  patient  education. 

b)  Establish  reimbursement  procedures  for  health 
professionals  providing  patient  education   in  co- 
operation with  third-party  payers. 

b.   Composition: 

The  Committee  on  Patient  Education  will  consist  of  „ 
sentative  from  each  of  the  following  areas?  ^^ 

1)  American  Hospital  Association 

2)  Health  Insurance  Providers 

3)  American  Association  of  Diabetes  Educators 

4>   ^ArJDF)"631^  A8enCi6S  Pati6nt  EduCati-  committee 

5)  Medicare 

6)  Member  of  Minority  Group 

7)  Member  Who  Is  Diabetic 
Sub-Committee  on  Public  Education 

a.   The  Sub-Committee  on  Public  Education  will  have  responsibil- 

1}  lTolZ^r±te^   Stand-dS  <»  "Hi.  intervention 
2)   Coordinating  regional  seminars  for  voluntary  health 

diabetes.  P      education  concerning 

4)   Determining  standards  for  public  educaUnn  a 

and  materials.  puouc  education  announcements 


i 

ISL* 

r  S 
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5)   Endorsing  public  service  announcements  pertaining  to 
diabetes; 

b   The  Committee  on  Public  Education  will  consist  of  one  repre- 
sentative  from  each  of  the  following  areas. 

1)  Major  Industry 

2)  Labor 

3)  National  Association  of  Broadcasters 

4)  National  Junior  Chamber  of  Commerce 

5)  National  Education  Association 

6)  Public  Education  Committees  of  National  Voluntary  Health 
Agencies  (ADA,  JDF) 

ideation  specialists  to  ev »  --  «-«^ratlon  of  education  pro- 
ems- in  order  ""fulfill  the  needs  of  professional,  patient,  and 
public  education  in  diabetes. 

A.   Present  status:   There  is  no  f^^f "^£1/^^-00  for 

SS-^SS.^S.-S  resultVpooriTinformed  health  professional 

personnel. 

B.   TWt-ion  of  the  Clearinghouse: 

!.   The  clearinghouse  should  identify  »***£*  ^"unfil 

sisss-^sjss  sets  S  ?;re=  -  cr, 

SST^  —  S  ofTa^ials^rbr/ontinuousl,  updated 
and  be  available  to  the  public. 

,.   u   ^uiiQh  a  reeularly  scheduled  approach 
2.   This  organization  should  ?8ta*lx^  *"|^alo*al  organizations 
in  communicating  with  natxonal,  ^ate,  and  local   g 
regarding  the  type  or  programs  which  need  to  be  develop 
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3. 


4. 


6. 


coordlnat^f  effortsTtnT"8  *  ^'^  ^  in 
materials  by  gt^™  agenLT'volunY'  ^^^ 
industry.  agencies,    voluntary  agencies,    and 

^t^2^£S^f*"  '—cation  with  other 
diabetes.      This   should   L^8  aCtivities   elated   to 
of   their  audio^sua!  lteriaUls.maintainin8  M   ^"^ 

'      d^e1o^fo1^a\earCLeistable  StandardS   °f   """^   for 
pment  ot   materials   incorporating   the   following: 

•  Program  description- 

•  Terminal  objectives  of  knowledge  atMf-,„i«    j  u  t. 
skills-  age'  attitude,  and  behavioral 

•  Audience  for  which  the  material <*  a 

discipline  and/or  ^SS^^^SK,;  ^-*«-I 

•  Author  name,  address,  and  professional  status. 

•  Source  and  cost  of  materials. 

•  Media  associated  with  materials. 

'  SSr^TS^S:.  •"*"'—  -  accomplishing 
regaling  K^1'  Jf."^*  an  evaluation  form 

-nt.   The  dif  ferentials^een  resultYov  r"ty.aSSeSS- 
council's  asspqc!mpn^  „p        n  results  of  the  review 
house  for  Sting  and °f,  pr°gr?ms.suta*tted  to  the  clearing- 
Standards  for  Professional^   ^  'V7  the  Counc11  °" 
rroressional  Education  should  be  evaluated. 


imU'i:' 

;" 
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The  Clearinghouse  should  have  au  advisory  body  with  representation 

from  at  least  the  following: 

1.  ADA  Committee  on  Education  Materials 

2.  Allied  Health  Educators 

3.  Pharmaceutical  Firms 

4.  International  Communications  Association 

5.  National  Association  of  Educational  Research 

6.  Juvenile  Diabetes  Foundation 

7.  National  Library  of  Medicine 
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VIII. 


^i-CffiRENOFTORTS^NDMSOURCEs 


I 


I 

I 

S3 
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VIII 


.CURRENT  EFFORTS   Aim  RESOURCES 


■^^^ctio^^ 


In  assessing   the  qtatp  of    m-.^        * 
mellitus  in  our  nation,    thVc<»it?!     re8arding .education  about  diabetes 
proceeded   to  identify     he  recces  a  °?!   ?,°       0"  °f   Che  C°™i«ion 
that  »e  could  identify  ho„  effective  Ihev  "  f6  natlM  ln  the  h°Pa 

fulfill  the  needs  that  the  heaUhnr J  *•*",'  *nd  the  gaps  ^stent  to 
and  the  public  have  of  obtaining  Jenf^  f*'  ^  diabetlc  P-tlents, 
diabetes.      That   there  is  a  need  for  ed,!^  3CCUrate  Mo»«™  about 

cations  of   this  need  are  very  well    ,  ?  1S  a  fact>   and  the  justifi- 

statement  on  The  Need  LVSbSc  S£S*&  ZZE%T  *  "" 

^J-ti-^^Zl  otr?  *  ---^f-^rn^d  for 
regarding  diabetes.  P        ^sxonals,    the  public,    and   the  patient 

reseaTrhcehNaand0?he   Sinin^f lese^  *"*  ^^    ^  ^°   '« 
accomplishments  o   "hTS^^taSTS-      "  "'"V*   "" 
research  and  research  manpower   on  "diabetes  win    fc"  "?*  J*1"8  fmids   for 
of   the  Coordinating  Committee.  dlabetes  Wl11   °*  included   in   the  report 

The  Regional  Medical   Prosramc;    -in    t-h*      -j       • 
the  opportunity  for  the  establishment  of  d^w*""  °Pened   the  door  and 
natures.      Unfortunately     many  of   thL  dla°etes  programs  of  diverse 

Luckily,    some  continued    r"ri,?L  ^sP^8r"\"ere  ta™inated   in  1973. 
Stems,    or  part  of   the  vro^VrTtlil To  TntLT^  ^   ""  "^ 

Only  seven  departments  of  health  in   «... 
diabetes  programs.     Although  a       of   tnem  ™„°         "  SUPP°"  ""Ptehensive 
the  most  common  is  detection.  sponsor  some   type  of  activity, 

^^LtZnl^ZZtZ^?  l"  f adUate  and  P°-Staduate 

and  allied  health  professionals  ^   eduCatlon  <=°"tses  for  physicians 

the  ^ehreLIn0lA:soacLtLennCofeSDi:beCtesaSEdhe  t^""*  ^^  *»—"». 
a  very  dynamic  role  in  informing  the  l^t'  ^  °therS  have  W* 
the  Juvenile  Diabetes  Foundation  is  pjovidl  t       abet6S  mellltus,   and 

funds  for  diabetes  research  Providing  substantial  amounts  of 
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Education  of  the  diabetic  patient  is  mainly  conducted  on  an  out- 
H   °b   i!  and  very  few  hospitals  have  been  effective  in  patient 
reachi^baSTht3enedhVospyitals  merit  special  mention  for  the, ^  -e  ^ery^ 

Z$T8Z£S2Z   'friiiated^AlabamTuiabetes  Hospital,  and 

the  Grady  Hospital  in  Atlanta,  Georgia. 

Industry  has  contributed  with  the  development  of  educational 
materials  and  the  allocation  of  funds  for  education  and  research. 

The  status  regarding  the  need  for  the  preparation  of  certain  types 
of  educational  materials  is  covered. 

An  attempt  is  made  to  outline  the  manpower  available  for  diabetes 
eduction  Z   research.   This  is  very  rough  data  and  more  accurate 
statistics  are  very  much  needed. 

Big  gaps  exist  on  the  evaluation  of  educational  programs  and  very 
little  research  in  education  methodology  is  being  conducted   There  is 
M   PPd  for  the  development  of  adequate  evaluation  techniques 

is \ZtlTyone   of  the  few  attempts  to  evaluate  comprehensively  an 
education  program  (see  Appendix  12) . 

In  the  following  section  of  this  report,  we  attempt  to  summarize 
the  resources  available  for  diabetes  education. 

B.   SUMMARY  OF  CURRENT  EFFORTS  AND  RESOURCES 
1.   American  Diabetes  Association 

a   TESTIMONY  OF  DR.  MAX  ELLENBERG:   President  of  ADA,  FY  1974- 
75i  given' aril^eting  of  the  National  Commission  of  Diabetes  m 
Philadelphia  on  May  1,  1975: 

I  appreciate  the  privilege  of  being  able  to  appear  before 
i-n^v   The  American  Diabetes  Association  is  very  much  aware  of  the 
you  today.  The  ^XCanh       has  been  plaCed  upon  this  Commission  and  the 
awesome  responsibility  that  has  oeen  p       v  fallow  too 

opportunity  it  has  for  pioneering  m  a  field  that  has  lam 

long. 

I  need  hardly  remind  the  members  of  this  Commission  of  the 

"on!  fnd  the  many  serious  complications  associated  with  it. 
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health  groupTLe  ^sToV^Ze^T^T^   ^  "^  "»  ^^ 
and  prevention.   Until  recently  it  ™=     drabetes,  Its  treatment,  cure 

tion.   However,  to  cope  with  „e   riousnesTof  ^0°' "h,  ^  °r8ani»- 
to  a  voluntary  health  organization  rlo"sness.°f  the  problem  it  changed 
have  a  full  membership  and  full  privill   V"^68  Uy   pe°Ple  wh° 
to  emphasize  that  the'changeove/belat Tf£i    ^""P"   «  -  important 

Vigorous,  forward  movement^^^^rnLdTL-ctrie^^f'lLbetes. 

constantly  gro"^  't^'Tf  m"8  "*" -5°  Af«""es  that  is 
network  there  are  large  numbers  of  L™,  y  fxlstln8  v°"*-  In  this 
who  help  bring  the  message  of  diabetes  tn  T^**  Klth  deep  "Omenta 
Affiliates  meet  the  rigorous  requiremen  s  It't^™-  **  *"*  "nd  lt8 
of  the  National  Health  Council  of  which  it  1,  a"°"nting  procedures 
is  a  participant  in  the  Federal  Service  C»™  ^  Als°  the  ^ 
government  of  its  National  role  in  the" ^a^/dL^e,1™"  ^  "* 

2)   a  better  UfMor^be^^^f ^re  isV^  '"  *  ^  »» 

achieve   these  aims  we  have  a  fol         A  being   Procured.      To 

2)   Professional   education^)   SSTSj^Tii   Puh^cation. 


Research 


our  program 
are  as  follows 


?™£^r.~-^ 


1970 
1971 
1972 
1973 
1974 
1975 


$208,000 
243,000 
269,000 
336,000 
836,030 
More   than  1.25  million    (estimated) 


sharp  rise  in  research  expenditures  IT  iT  ^  ag°  there  began  a 
by  ADA  and  its  Afflliates'l M"  %r  sent the^  ^  ^^  SP6nt 
spent  by  any  organization  in  this  ^  JarSest  amount   of  money 

emphasize  money   spent   not    1« J  ™   C°^nt7   f°r  diabetes   research.      I 
not   sufficient   of 'itsei?     ^.^"ed   «  approved.      Raising  money   is 
funds  be  spent   in   th! ^  most     ff   cieTa^rh   "^  ^^^    that   these 
tive  manner.      To  accomplish   this     wp  hf    theDm°St  Promising  and   produc- 
highest  and  most  Sophlstlcat^-%^ ^ ^T^Lll ^ 
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objective  a^^nf  re^archtoiects  SIT^  I^STS 

have   set  up  Established   Investigator  Awards.      The  recipients 

have   seu   uF  everv  vear   for   five  years.      This  will   enaoie 

Established   Investigator   to  be  a  most   significant  approacb   to   the 
research  effort. 

It   is   important   to  point  out   that  one  can  not  perform 

\      •«.!,      ♦-    *-v,o  *Va-i1abilitv  of   sufficient  manpower.      It 
intensive  research  without   the  aval^X^°rerest  young  doctors  and 

necessary. 

The  ADA  is  concerned  with  other   forms  of   research  as  well. 
Although   ies pafgibie      the   publication  of    - /outna^iabetes^h^s 

T^T^rz^  z t-  ---«:  r-^fnfira 

recognized   as   the  most  »"«»?"*  "^E?    there   is  an  Annual 
unique  contribution   to  research.      In  addition,    en 

Research  Symposium  devoted   "  •^f^^^JTuUtLling 
multi-disciplinary  ™«"^r^£  dl^.slon.      This  again  leads 
roTrr^le  ^r^ri^ommunication  and   dissemination  or   all  avail- 
able knowledge  as  well   as   new  avenues   of   promise. 

While   the  research   is  going  on  in  an  attempt   to   find   a  cure, 
we  must  not  neglect   the  millions  of   people  with  diabete .        In  thiamin, 
lt   is   somewhat  ^^^^'L^^T^tll^Lary   to  lead   to 
IZV^tlXTln  li:t?:AlZSlr  trying  to  help  our  patients. 
The  ADA  is  doing  this   in  several  ways. 

Professional  Education 

We   feel   that   this  must  begin   in  medical   school  where   there 

must  be  a  greater  emphasis  on  ^^••^^"S^t'"^^ 
Courses  become  very   important   indeed.      These  are  don  , 

National   level  where  an  Annual  ^f^ll^lt        Suet  courses  are 
the  past   23  years,   but  also  at   the  Affiliate  Levey  lnsure  an 

given  all  over  the  country  by  large  numbers of  Aff  lates  to^  ^  ^ 
ongoing  increase  in  knowledge *  <£  J^^  Lt  also  inform  him  of 
one   can  not  only   educate  the  practicing  py  g 

the  newer   advances,    particularly   in  so   far  ^^  g 

foLrerofrprobrems-ofTia^lofth/physician,   and  at   the  moment 

Volume  No.    4   is   in  press. 
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importance  ^X'JZZt^l^lTJ^T i    ^"^  *» 
Podiatrists,  etc.,  we  are  now  conduct!™  Ztt       jletltlans.  Pharmacists, 
Symposia  for  these  gronps  as  well  since  «!  *'?  """  C°UrSeS>  Seminars 
indispensable  and  integral  part  of  tb»  !•  !  reallze  that  they  are  an 

are  now  being  welcomed^  o'our  org^S^!"  £»•   In  addltlon>  ^ 

physicians.  organization  on  the  same  basis  as 

Patient  Education 

diabetes  live^the'long^t^^It  is"  S"d  "He  "ho  ka0«  «><*   about  his 
is  forever.   The  patient  with  d  abeteTmusT!  '  ^  "T*  tlu"=  d"hetes 
hours  a  day,  7  days  a  week,  52  weeks  a  vlr      """  Ms  dlsease  M 
is  essential,  therefore  that  J  „    y   '  6Very  year  of  his  life.   it 
of  day  to  day  eare  as  his Xtei^Tj8  ™Ch  *  *"  PraC»cal  «P~ts 
must  know  how  to  manage  his  disease   H„ Paramedlcal  Personnel.   He 
insulin,  hygiene,  foot  care,  etc   He  ■.IT  b\f«»"*»  «*th  diet, 
onne  and  above  all  must  know  L  £  ^u^ontact ^^or^ 

Public  Educat--irm 

the  present  S^dL^X^"^  or""?  *  °«  P—  « 
amongst  the  people  of  this  count™  ff      !  Priority.   The  apathy 
Diabetes  is  easily  the  leas  ap^L^ud*  *?*"**   ±S  «PP""4. 
today.  Most  people  believe  that  if  a  dl   •" nderrated  of  any  disease 
insulin,  or  a  pill,  the  problem  is  solved   r"  T"8  SUgar>  takes 

-chare  self-defeating,  buTi ^^ "  -««  ££ tactics 

sees  fit  in  ^doTto^  ££  "f™  ""'  <"—  "a^  it 
realization  for  the  need  „  lh     the  e"orts  ca"y  with  it  a 
directed  as  to  make  th puol! «r  T  ^  '""  ""^  lab°rS  be  s° 
In  regard  to  public  information  this  als e.Serlousness  of  diabetes, 
stimulate  further  legislative  „,.•         deludes  the  need  to 
and  available  f-di^SS^1^^'  bodiaa  parable  to  yours, 

Party  PaymenLlnforydiIbeeticesai„c0ludnI^Veedd  "  trylng  C°  a"ange  Th"d 
rng.   It  is  obvious  that  in  this  area  the"",10"  and  ""tritional  train- 
ee person  with  the  gold  makes  the  rule   ft"'?,,™1?  apP"es-   Na-ly, 
Party  Payers  must  get  a  high  priority  Leea       educa«°n  of  the  Third 
in  so  doing.  s  p  rority  indeed,  as  we  are  actively  engaged 
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We  feel  that  our  four-point  program  is  a  solid  approach  to 
meeting  the  diahetes  problem  in  all  !«£•£*  J*^"*.   vLuali2e 

that  this  Commission  f  "^f^f^^rg'wi  h  the  N1H  L  the  area  of 
a  comprehensive  role  for  the  ADA  working  """  etc .   We  have 

field" trials,  model  progr=»S,tr,^ ;  of   nve  rgators  etc         _ 
had  the  opportunity  of  observing  and  ^"fj^  are  now  equipped 

P1ease  accept  ^na^^or ^"^^  appease 

r^s  sr.$\sr.£  rs*i?i  your  £-«  b0dy  and  bOPe  and 

pray  for  your  success. 

k   TFSTIMONY  OF  DR.  LEO  KRALL:   Director,  Education  Division, 
b-   -       I    .     ^■it-nr-in-Chief  ADA  Diabetes  Forecast, 

Joslin  Diabetes  Foundation  Editor  «  Chief      philadelphia  on  May  1, 

given  National  Commission  on  Diabetes  meeting 

1975: 

must  be  quite  obvious. 

"Education"  is  one  of  the  "Shibboleths"  of  our  modern 
culture  since  everyone  accepts  its  necessrty  and  yet  little       g 
done  effectively  in  diabetes. 

The  Problem 

There  is  absolutely ^o  ^stlon  regarding ^-P™^ 
research,  better  patient  care  and  all  the  other       ,  to 

for  the  miracles  and  cures  of  the  «  »* ^ e  *    g     allve  ln 
the  probably  5>000,000  and  possrb le  po ten J"^.0,^^,,  the 

^rir^r^e^ider^le^ledge  simply  to  survive  and  perform 
his  or  her  normal  daily  functions. 

The  lack  of  knowledge  is  taking  a  fearful  toll  in  morbidity 

done. 

or  even  Boston. 
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are  and  w^lways  £   ^1^^  tne^eneraf  Ph^'""  -  the  world 
This  is  as  it  should  be,  however  tM«   8eneral  physicians  of  the  world 
multiple  patient  problems,  Ld  y^ ^f^^  8addled  With  *U  the  other 
who  may  treat  50  to  70  patients  dai^  i?  Hp   .^Stni88l±n8  P^^n 
no  have  the  time,  or  thinks  that  other  o  H>    *  d°e8  n0t  kn™>  doe* 
Priority.  nac  other  conditions  may  have  a  higher 


This  does  little  f0 
we  often  repair  fenders  instead 
preventing  accidents. 


ro^<£SS£~T   1^.-  ^^ 


cars,    or  better  yet 


Whatever   the   r^ac^,-,      <-u  • 
onset  diabetic  who  has  fear"  and  n"onest  T?  C°f  °"   to  the  J— "• 
Parent  of   the  newly  diabetic  child     X  js"       "a      Pr°bl^>    to   the 
even  several  hours,    to   the  person  crippled  Jltf    '"  leaVe  the  ch"d  for 
reactions  or  bout  of  ketoacidosis     ?  W"h  freauent   Insulin 

Periods  with  foot  lesions,   J^x  „nlch  "eventable^   <"  ^ 


The  job  at  present  is  not  being  done 


Education  Level; 


In  theory  education  proceeds   i„  thls   fashlon   (f±g     ^ 
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In  trying  to  teach  patients  we  have  found  it  is  first 
neeessary  to  teach  the  teachers,  and  quite  often  the  physicians  f 


irst . 


Organization  as  a  Springboard 


Nothing,  not  even  education,  can  be  achieved  without  an 
organizational  springboard ,  or  launching  pad  fro*  which  to  operate. 

V3"  Stt  TwiU  re"iLCOtnrrprao:derbialt..Voice"inh°the 
Sr^s-^orTi  "r  asonV  oineo  the  So.lin  Clinic  and  Foundation 

diabetic  not  only  live  better,  but  to  live,  through  education. 

We  have  been  involved  at  all  levels  as  one  example  -  The 

more  than  5,000  Latin-American  physicians  xn  the  last  fxve  years 
(Table  1). 


SUMMARY:   JOSLIN-HARVARD  COURSES  IN 
COOPERATION  WITH  LOCAL  UNIVERSITIES 


Course   Year 


IV 


1971   Buenos 
Aires 


II    1972   Mexico 
City 


— Population   Practicing   Physicians 

Site    of  Country   Physicians   at  Course 


1973   Rio  de    90,000,000 
Janeiro 


197  5   Puerto 
Rico 


3,500,000 


25,000,000     16,000 


55,000,000     10,000 


9,000 


T974 CaTIcTs"        10700b,000  "  5,000 


750 


2,100 


860 


760 


4,000 


600+  * 


^estimated 
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only  has  proSl^S  U^T-f  ^Iv   \"  ??  °f   the  Pa"ent  »h°  «* 
turn  to  get  questions  ans»1r  ^  "  h  ?  "0t  know  '°  »»om  to 

American  Diabetes  Associ»H™       j      ?S  persons  to  whom  the 

are,   and  must  Inc'r^Tngl^^.0^. S^"^'  «*   ^"tutions 


Means   of   Reachinp    the  Patient 

olassical  Chautaufn,  l^ure*  method6""^10"  ""  dOM  in  the  °ld 

way  to  help  relatively  few  patients 'in  a   fl  SUC"Ssful  ln  an  expensive 

(and  are)   manuals  and  other  more-or-less  f^^"""™8-      The"  were 

education.      Unfortunately   these  are  a      °  \°?     approaches   to  patient 

who  not  only  do  not  know  what   is  available  but     ,    'V"  8™*t  maSSes 

they  do  not  know!      By  and  large     2,  alS°  do  not  know  what 

to  the  motivated,   Anglo-Saxon^^ilnted     ZiT'TTl    tnSSe  a"  Seared 

person.      Diabetes  does  not  confine  itself   to  eth  T*  'duC,,ted 

or  phychologlcal  boundaries.  ethnrc,    education,    economic 

publication  such^iTrE  a*"  addl"0n  t0  the  above,   a  widespread 
the  best  mea^of  :ducatx:rdi:bnet-abeteS  *?•**•"•»'■  ™LcAST,    ls 
of  100,000  each  issu^l     l  estimated^r        ""^      W1'*T^"lation 
read   it  each  two  months.      The  loyaltv  o ^S."  '"!""  °f  3  mUllon  PeoPle 
However,    it  still  rM„,v.o       j  ?  e  reaaer   is  fanatical. 

in  page;  andTmuch  Teat-  "S  of™863  . (in  ,""*"">   ^rger  size 
puny.      It  should  be  Lo  to  three  tT°  th  t  Clr<ulati°n  <>*   100,000  is 
have  been  made  and   this  has  only  b.«V£  "  ^nt     f^1  °hangeS 
a  monthly  of   such  viability  and    -fnr-!     a   S     ,  Eventually,    it   should   be 

that   non-diabetics  ^  ?,?££  h^n   ft""7   «"llM" 

include  regional^Folfs   f^^ttf   t^e  ^   J°   ^  "^      ^ 
audio-visual  materials   ava   labt  '        P     CaSsettes   for   instruction, 

and    in   the  future  video  Instruction   f  * ,°£ * ^  and   Sma11   clinics 

at   home.,        instruction  for   patients   on   their  own  T.V. 's 
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Cost  of  Non-Education 


In  addition  to  previously  rit-d  >-^     c 
is  another  reason.   The  patient   thZ V     reasons  for  education  then 
afford  the  cripPline  an/*'  fll  ^e  hospitals  and  the  country  cannot 
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This  is  only  one  example  of  possible  savings.   At  the  New 
England  Deaconess  Hospitalising  one  recent  year  (table  2)  the  cost  of 
hospitalization  alone  (without  physician  charges)  was  $1,000,000. 

THE  HIGH  COST  OF  FOOT  CARE 

In  this  day  of  focus  on  hospital  expenses,  a  day  saved 
where  possible,  is  important.   The  high  cost  of  foot  lesions  are  shown 
here: 

THE  HIGH  COST  OF  FOOT  LESIONS 

New  England  Deaconess  Hospital 
Diabetic  Foot  Admission  -  1969 


CONDITION 

Gangrene 

Infection 

Ulcer 

Charcot's 

Abscesses,  Cellulitis 

Osteomyelitis 


NO.  CASES 

147 

32 

159 

6 

33 

45 

417 


PATIENT  DAYS 

4,119 
124 

3,391 

64 

580 

1,264 

10,742 


Total  Hospital  Admissions  10,321  (including  diabetes) 
These  used  total  patient  days  119,870 

Il^diabetlc  foot  cases  used  10,742  patient  days 
Average  total  cost  P«  ^"^'^ifth.  hospital  cost  (not 
"cludinr^calleesf  to'care  cTpatients  „itn  severe  foot  lesions 
and  complications  in  this  one  hospital  alone. 

Eurther  surveys  have  shown  that  about  1/3  of  ^tsTlllayet, 
preventable,  another  1/3  might  ^Y^f^^^1^^   preventive" 
if  patients  and  their  physicians  had  been  aware  or  xi  goo  v 

methods  had  been  used. 

The  patient  cannot  afford  tnis. 

The  medical  profession  cannot  allow  this. 

The  United  States  cannot  tolerate  this. 

The  tools  of  ignorance  are  expensive   Every  diabetic ^uat 
be  a  paramedic.   Jose  Marti  (Cuba  1898)  once  said   It  is  better 
a  fence  around  a  cliff  than  a  hospital  under  it! 
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C'      °ther  activities   in  education   ,nnn.::fjL!jIJ^ 

American  Diabetes^o^L^Inc   *"  ^  ^"'a6  St™^  °*   ^ 

The  Coordinating  Committees for £Vlent  £°,'8',U.Md   "  ^    19"' 
Activities,    Public   Activities     anHT  ^Ct"Xt"s-    Professional 

concerned   with   the   need! o "the   patient"1 he   nt,  ^  "!  ""^ 
professionals  regarding  education  and   treatLnt"'   """   '"*  health 


As^ociat^^^^^2^1^8^^ 

National   Co™"„  on  Wab\t^"% t^*""  »   thS  "*««   <*    the 

educational  program  and  „aterials   that  are  he ?0rnatl°n  re8ard«S   the 
by   the  Affiliate  Associations.      Included   in  w  """V"6-  ^  developed 
Affiliate   Bulletin.      By   the    27th  of    T,,W      « ApPendlx   X   ls  a   copy  of    the 
responded.      Only  one  of  the  affillLe     7'  the  5°  affl"ates  had 

of   the  state  of  Louisiana       a"lllate  ««>ciations  was  not  active,    that 

The  results  of    this  survey  can  be  su^rized  as  follows: 
1)     To  whom  do  you  address  your  program: 

professionals,    and'the   public?   tme^f S'a^ewlcSi 
ties  per  year  while  others  do  so  on  a  regular  bLis 
Most   impressive  are  the  programs  of   the  ff filiate 
associations   of   Southern  California   and   North  Carolina 
the  detarls  of  which  are  included   in  Appendix  J  as  an 

aessociaetionh°W  ^  "  *  ^ "^"  a"  affile 


2)      Needs 
resp 


oUedf  "h   the  Crea"°n  °f   theSe  ed-ation  programs 


Su^iJrrh   SUTyS.Sh°Wed  that   the  Phy^cians  and 
aiiied.  health  professionals  had  laree  Bans   i„   m,=  ,- 

knowledge,    skills,   and   attitudes  ,£%££  thetre  of 
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the  diabetic  patient.   As  an  example,  the  survey 
conducted  by  the  Regional  Medical  Program  in  North 
Carolina  showed  that  71  percent  of  the  diabetic  patients 
in  North  Carolina  were  in  poor  control,  the  cause  of 
which  was  the  lack  of  patient  education  on  the  part  of 
the  health  professionals  in  the  areas  of  basic  diabetic 
regimen  and  nutrition. 

The  need  for  summer  camps  for  juvenile  diabetic  patients 
initiated  the  affiliate  association  of  North  Carolina. 

3)   Population  Served: 

All  of  the  affiliates  and  their  units  attempt  to  cover _ 
the  whole  state.   The  problems  in  reaching  the  people  in 
such  vast  areas  was  quoted  by  all  the  affiliates.   As 
an  average,  they  estimate  that  they  may  be  reaching  only 
about  10  percent  of  the  population.   Another  problem  in 
all  state  affiliates  is  that  they  are  not  getting  to  the 
indigent  population  and  other  under served  groups,  such 
as  the  Indians,  Chicanos,  Puerto  Ricans,  etc. 

4)   Resources: 
Manpower : 

Except  for  three  affiliates  whose  staffs  are  composed  of 
volunteers,  all  affiliates  have  an  executive  director 
and  a  secretary,    who  can  either  be  on  a  part-time  or 
full-time  basis. 

The  affiliates  of  Greater  Chicago  and  North  Carolina  have 
nine  and  ten  full-time  employees,  respectively . 

Fund  ing : 

The  funds  that  support  the  programs  come  from  membership 
fees,  fund  raising,  private  donations,  and  endowments  in 
practically  all  of  the  affiliates.   The  North  Carolina 
affiliate  again  excels  and  has  been  able  to  get  funds 
from  the  Regional  Medical  Programs,  the  Area  Health 
Education  Centers,  the  State  Department  of  Nutrition, 
and  drug  companies. 

Physical  Facilities: 

Almost  all  of  the  affiliates  have  an  office  as  head- 
quarters.   Besides  that  they  use  the  physical  facilities  or 
the  community:   hospital,  schools,  etc. 
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5)  Educational  Activities: 

Besides  the  organization  of  educational  activities  for 

affi?iatef '  P,bliC'  3nd  ^  hSalth  Professionals   h 
cfis  student  cCt  "^  °ther  a"lvl«<^  such  as  »r 
rl,;,  r  counselln8  Programs,  library 

for  diaberr08^8'  SCh°01  lnf°™*tion,  data  message 
for  diabetic  patients,  bike-a-thons  for  fund  raisin.  „„* 

a0ctivitiesVltlHeS-  fe  APPendlX  l   f0r  educatioLl"8'  "* 

North  Caroli-  ?f£d-by  ""  S°Uth6rn  Cal«°«ia  and 

iNortn  Carolina  affiliates. 

6)   Research  on  Education  Methodology: 

The  only  programs  which  can  be  considered  innovative 
the"  N     n'  .the  N°rth  Car°lina  -filiate.  "include 
T^h^rconctt"3  SP6ClaliSt  «*  the  Volunteer^tient6 

7)   Evaluation: 


The  big  gap  exists  in  the  area  of  evaluation.   The 
evaluation  is  limited  to  a  pre-test  and  post^telt  in 


nit!  "! 
It" 


There  is  a  very  great  need  to  evaluate  the  effect  of 
the  educational  process.   This  topic  is  discussed  with 
more  detail  under  the  heading  of  Evaluation 


8)   Educational  Material 


s: 


The  booklets,   brochures,   and  pamphlets  used  are  mainlv 
those  provided  by  the  pharmaceutical  companies!     Certain 

the  Nor   rCarolinaeVef?P,d    ^^   °™  ~*Ui-    P-ciculariy 
tne  wortn  Carolina  affiliate.      The   state  of    the   art 

sreep8aarateniy:dUCati0nal  -t«*1'  ™  ^  °"«* 

9)   Problem  Areas: 

The  problem  areas  are  common  to  most  of  the  affiliates. 

O)   ?oo  hn8lrd  3ffillate  numerates  the  following: 

states  too    "  Tk  t0  C°Ver'  i'e"  flVe  NeW  En^ 
states  too  many  to  be  served  by  one  organization; 
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(2)  Need  teaching  units  in  major  hospitals  throughout 
the  area  so  these  can  serve  as  bases  for  the  education 
programs;  (3)  Methods  have  still  not  been  developed  to 
get  participation  of  the  large  majority  of  the  practicing 
physicians;  (4)  Not  getting  to  the  indigent  population  -- 
too  often  meetings  require  fees  or  are  located  in  areas 
not  conducive  to  drawing  population  from  the  inner  city 
or  rural  areas;  (5)  Teaching  materials  are  often  not 
geared  for  patients  without  schooling  or  with  defects 
in  educational  background. 

North  Carolina  mentions  problems  which  are  common  to  all: 
the  constant  need  of  fund  raising,  particularly  to  keep 
an  office  going  that  needs  to  be  four  to  five  times  its 
present  size  and  needs  to  increase  the  manpower;  the 
need  for  more  volunteer  labor,  better  communication 
between  units  over  the  state,  and  more  dedicated  people 
spaced  at  wider  intervals  over  the  state;  there  is  also 
a  need  for  more  publicity  to  be  able  to  reach  more 
diabetic  patients. 

The  Akron  Area  Affiliate  mentions  further  that  there  is 
a  notable  lack  of  adequate  teaching  aids  for  use  in 
communicating  the  dietetic  instructions  to  lay  people. 

All  of  these  problem  areas  are  common  to  practically  all 
of  the  affiliates. 

10)   Plans  for  the  future: 

Most  of  the  plans  of  the  affiliates  respond  to  the  needs 
expressed  in  the  problem  areas.   All  need  expansion, 
more  funds,  and  coordination  of  their  efforts  with 
governmental  and  private  agencies. 

2.   Diabetes  Education  Centers.  Programs,  and  Systems  in  the  U.S. 

In  1974,  a  committee  of  the  ADA,  the  Committee  on  Education 
Centers  and  Systems,  undertook  to  acquire  data  on  the  geographic  scope, 
support  and  staffing  in  centers  dealing  mainly  with  diabetes  education. 
?his  survey  was  conducted  by  John  Colwell,  M.D.,  Ph.D.  and  results  of 
this  survey  were  presented  to  the  National  Commission  meeting  m  Los 
Angeles,  California,  in  May  197  5. 
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(hospuafAuni::  ziuinrtz  ?:ht:ilned  as  a  -*«  "*«*  •*« 

education  for  the  diabetic  patient  i  und  rta^r'Thi^  3PPr°aCh  to 
centers  were  Identified.   Centers  M,l   K     ^'J  Thirty-two  such 
regional,  a  city  or  county  hospital  a  ,^.dlVlded  lnt°  four  major  types: 
private  hospital.   SuDDorr  for  fh»      diversity  hospital,  and  a 
variety  of  sources:   ho'spitfl  trU^T*   PI08ame   haS  C°™   fr™  a 
medical  school,  and  other  sources  Inch  ff3'  regIonal  »e<iical  Programs, 
health  services.  Ch  as  endowment,  donations  and  public 

in  Appendix"!8  InclhudSedSUirthisPsetatementCOPy  "l^   stateme«  included 
and  descriptive  phrases  of  sol  of  the  programs.     "g  °f  the  CenterS 


Regional  Medical  ProPramg 


many  educTahtioRne8p1rongaraIedo1nad1iaPbr:tLami„PthIid1.fUndS  «"*  "«"  — 
by  Mr.   Joseph  Ott,   Acting  Chief     Off -"L  T       U'      Inf™"™  Prided 
Regional  Medical  Program  on  6/2/75  I  S/Tm  Mana8™ent  of   the 

had  been  funded.      A  description  of   the  ^  3°  pr°Sra^  on  diabetes 

Regional  Medical  Program  .?„="  AprlJ  7     l^"^  C°mp°nents  °f  the 
budget  was  allocated   to  diabetes  „L  S   that  1%  of  the   total 

the  fate  of   these  program       „       rte Inf°™at"n  regarding  what  has  been 

terminated  was  not  available  at  the  ^TT^  ?*±Cal  Pr°gram  f™ds  -re 
Maryland.      The  nature  central  office  in  Rockville, 

conducted  appear"  in  Ytable   ™d   ^^  f  «e    the  programs   were 
table  gives  a  description  of  the  operation* 7  APPendl*  3.      A  second 

Medical   Program  as   of  April   1972. °Peratlonal   components   of   the   Regional 

Nurse  *£^%^%££««**  description  of   the  Diabetes 
of  North  Carolina,   as'an  examplTof  whaYna^  bee0"31  ^^  Pro«ra™ 
the  training  of  special  manpower  for  drabe  es  ed'ca'tioT       "^  ^^ 


s1' 


HE.', 


C/3 

II!  ', 

M-d 

CD 


in 


Jjlaj^J^irf^^^^^ 


ICIIJ 


a. 


Survey  conducted  by   the  Center  for  Disease  Control 


to   the  National6  Cession  oX^Ts™?  ""?,  *  ^  *  r6P°" 
devoted   to  diabetes.      They  contracted  M"     Sta,te  and  lo«>l  resources 
of  the  Association  of  S Se  an  f  ?ealth  Pr0«ram  Reporting  System 

HPRS)    to  carry  on  this  survey       Terrlt°rial  Health  Officials    (ASTHO- 
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The  results  were  presented  to  the  National  Commission  on 
July  7,  1975  in  Atlanta,  Georgia  and  their  report  forms  part  of  the 
documentation  of  the  National  Commission  regarding  diabetes  services  in 
the  nation.   The  special  survey  sought  information  on  five  public  health 
services  related  to  diabetes:   surveillance,  detection,  follow-up, 
health  education,  and  laboratory.   Forms  were  designed  and  distributed 
and  state  health  agencies  were  asked  to  reply  in  a  short  period  of  time. 
Fifty  states  plus  the  District  of  Columbia  and  the  Commonwealth  of 
Puerto  Rico  returned  forms. 

In  all,  51  of  the  52  reports  indicated  services  in  one  or 
more  of  these  categories.   There  are  seven  programs  which,  after 
reviewing  the  health  conditions  for  which  the  program  offers  services 
and  the  services  made  available,  are  classified  as  Diabetes  Programs. 
The  programs  offer  basic  screening  for  diabetes  and  a  range  of  auxiliary 
services.   The  types  of  auxiliary  services  in  each  diabetes  program  are 
presented  in  Appendix  4  and  include:   Health  Education  and  Training, 
Public  Health  Nursing  Services,  and  Nutrition  Services. 

Details  in  health  education/patient  education  services  are 
shown  on  Tables  IV-A  and  IV-B  of  the  CDC  report  (see  Appendix  4). 
Thirteen  states  provide  treatment  clinics,  33  general  health  education, 
29  diet  counseling,  19  foot  care,  16  family  planning  and  genetic 
counseling,  and  10  eye  health.   Details  on  resources  expended  for  diabetes 
activities  by  agencies  are  shown  in  Appendix  4,  Table  VII.   The  state 
and  local  departments  of  health  use  a  total  sum  of  $1,703,405.00. 

In  29  state  health  agencies  there  is  one  person  charged  with 
the  direct  responsibility  for  the  coordination  of  diabetes  activities 
usually  (in  25  SHA's)  as  part  of  broader  responsibilities.   Details  of 
characteristics  of  diabetes  coordinators  in  SHA's  are  shown  in  Table 
VIII  of  the  CDC  report  (see  Appendix  4).   The  title  and  organizational 
placement  of  these  29  persons  is  also  included  in  separate  tables.   In 
only  three  states,  Florida,  New  Jersey  and  Puerto  Rico,  is  the  responsi- 
bility with  the  state  department  limited  to  diabetes. 

b.   Examples  of  Education  Programs  supported  by  the  State 
Departments  of  Health 

1)   Diabetes  Program  in  New  Jersey 

Dr  Arthur  Krosnick,  Coordinator  of  the  Diabetes  Control 
Program,  New  Jersey  State  Department  of  Health,  offered  a  description  of 
his  state  program  at  the  National  Commission  on  Diabetes  meeting  in 
Los  Angeles,  California  on  May  7,  1975.   A  copy  of  his  statement  is 
included  in  the  Appendix  (4b) .   This  program  can  set  an  example  for 
similar  programs  in  the  nation. 
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2)  Diabetes  Education  and  Detection  Program  in  Puerto  Rico 

outreach  ProgrJ^'SL^eT^UVi'n  "^^  °  daa^P«on  of  an 
Puerto  Rico.   This  program  sta^d^y  xtTt^   f?%the  ±8laad  <* 
by  the  Puerto  Rico  Regional  Medical  Pro^  197°through  funds  Provided 
department  of  health.   Since  J     ,  °    \r  r'^^  fUnds  fr°»  the 
supported  by  the  Department  of  HLlrh  i  I  Program  has  been 

with  the  School  of  Medicine  of  Pn'r to  Rico""™  ^°  "  *  J°lnt  e«°« 
«  Dr  Lillian  Haddock-Suarez,  Professor  of  Med?   ""7  °f  the  pro«ra™ 
Division  of  Endocrinology  and  Diabetes  of  thai  h,  *?  DlreCt°r  of  the 
member  of  the  National  Commission  on  Diabe  es   Th  ,    MSdlCine  and  a 
will  appear  in  a  handbook  on  Diabetes  EH,,, ,1         Th\desc"Ptlon  included 
American  Diabetes  Association        Education  to  be  published  by  the 


5-   Professional  Societi 


es 


Professionar^tieronr^iza'tio^r6  ""^   ^^  a"d  <*»•* 
regarding  topics  or  course  "  °rder  5°  ohtain  Information 

health  professionals.      Most  of   thtlt         mell"us  being  offered  for   the 
continuing  medical  education  L  societies   include  in  their 

Some  state  medical  societies  which T       "     «  °n  dlabeteS  "ellitus. 
education  programs      ("^Illinois       ;°?     "  -"inning  "edical 
State  Medical  Associ^tio^  and  o  hers       ^"f  ****•   "eshington 
assocxation  of    the  American  Diabetes  Association"  ^   """  af""ate 

mellitusare'in^the'halds0"?   S.*^^  ,*""$ * ] « -""tlon  in  diabetes 
societies,    besides    the    state  ra^l^al  ^cl.f-        ^u"68-      Professional 
topics  on  diabetes  mellitus   ^their  c^ntin,1"'        ,"h  re8ularly  include 
programs  are:      The  American  College  of  Phvg  medlCal  Nation 

?-&££- Acad- of  F^  ^ssrsi.trr!2rjg2. 

the  hand^orthe^rLTitl  SS.ST'M^1-1'  ™  "^  * 
Diabetes   Educators,    and   others  American  Association  of 


6, 


Oth^rJ^unta^^Agenc  i 


es 


a.      JUVENILE   DIABETES   FOUNDATION 
the  most   dyna'mL^luitrry^ge"68   ""o*   ^    "^ 


to 


(1) 


support  and  fund 


resea^rfcfS   "   ^^    ^^Vslf 
research  for   the   treatment  and   eventual   cure 
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«f  -htvenile  diabetes  and  to  establish  and  support  new  and  existing 
Cities  and  programs  working  to  this  end;  (2)  to  be  a  central  agency 
for  the  gathering  and  dissemination  of  education  and  information  on 
uvenile8diabetes  research;  and  (3)  to  be  a  helping  hand  to  juvenile 
diabetics  and  their  families  through  a  family  counseling  program, 
especially  during  the  initial  phases  of  the  disease. 

Quoting  from  the  testimony  of  Mr.  Erwin  J.  Lurie  National 
Chairman  of  the  Board  of  Directors  of  the  Juvenile  Diabetes  Foundation, 
presented  in  Bethesda,  Maryland  on  April  23,  1975,  to  the  National 
Commission  on  Diabetes: 

The  Juvenile  Diabetes  Foundation  is  a  non-professional 
lay  organization  of  diabetics,  parents  of  diabetics 
and  friends  spread  across  the  country  in  60  chapters 
Through  our  efforts  private  funds  are  being  marshalled 
to  expand  vitally  needed  research  in  diabetes.   During 
the  fiscal  year,  after  peer  review  by  our  medical 
advisory  board,  we  have  assisted  in  the  funding  of  ten 
diabetes  research  projects  at  leading  research  centers, 
and  we  have  funded  three  post  doctoral  research 
fellowships  in  diabetes  at  three  leading  universities. 

We  of  the  Juvenile  Diabetes  Foundation  are  a  nationwide 
army  of  dedicated  volunteers  with  but  one  deadly 
earnest  purpose  in  this  cause.   And  we  will  not  relent. 
Research  can  arrest  the  complications  and  cure  the 
disease. 

xt   the  National  Commission  on  Diabetes,  paving  the  way  for  "*ensitied 
it,  une  tWLJ-u"°  c- f  j-i-hpf-pq  and  improvements  m 

education  materials  are  in  Appendix  5. 

b.   INTERAGENCY  COMMITTEE  FOR  DIABETES  EDUCATION 

The  Interagency  Committee  for  Diabetes  Education  is  a 

?*?VX£   "■  <    "<  toward  Patent,  public,  and  allied  health 
Professional  education,  as  well  as  a  diabetes  detectron  servxce. 
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c      DIABETES  ASSOCIATIONS   NOT  AFFILIATED  WITH  THE  ADA 

"hich  are  not^rf  il^^ ^Zl^'V?  "^ 
Diabetes  Association  of  Create       1«         d   ,      ^     ^  delation.      The 
special  mention  for  its  DAC  TnHBv  !  °ne  of   these'   an<i  merits 

been  made  to  collate  inforL ron  reSrdT68^6  "^  a"6mpt   th"  haa 
resources  in  the  education^   field   §8     "*  avallabla  literature  and 


d. 


INTERNATIONAL  DIABETES   FEDERATION 


-sociations^i^TtL^rld'^IrL::^",011  iS  ™*°^ 
association  members  of  the  IDF       The  ™f  m-   ,.""  lnClUded   the 
which  is  sent   to  all   the    rational    «  Pushes   the  IDF  Bulletin 

Through  this  publication    ^formaM    S°"atl0ns   throughout   the  world, 
on  in  the  various    asso'ciatJo  s ™r     ^  tne^rlll  ^"V*"  1S  ^ 
tron,   detection,   and  research.  the  fleld  of  ed"ca- 

and  the  news^Ll^en  ^^  ^Tl^  ~" ' 

e.      AMERICAN  ASSOCIATION  OF  DIABETES   EDUCATORS 

ested   in  i^£^^9&\^*^*  P«f-.*»»1.  lnter. 
communications  between  diabetes  J       f       e'lc  Patl«>t  and  better 

tion  of  Diabetes  Educator ?L  goalsor    th°Unded   ^  *""*>»  Asso"- 
to  aid   in  professional    ,m«i,       j    T     ,  he  organization  are:      (1) 

responsible'  for  d^^Se^u^LT1^0'   *?*   *****»£ 
patient   and   his   family    m    tnf      ,Catlon'    <2)    to  aid   the   diabetic 
on   the   national   and   local   level      hi?   lnteldisc±P^nary  communication 
for   educating   the  diabetic   patient      (T)\l         *   individuals   -sponsible 
for  diabetes   education  and-    (5)    to'di   \         SerVe  aS   a  resour«  center 
education  programs.  }  develoP   guidelines   for   diabetes 


3553  W.    PettersLrf/chi^::5^^  "^   >~**»"™ 


60659. 


at 


7-      Hospitals 


summer  ofl^S^amo"'^  oZ\  ^  10"Pany)   C°ndu"ed  a  —ey     in  the 

availability  of  h^pf  Jl^Led  d'iab  L"  ^  ""^  ^^  "^rding"  he 
information  obtained  has  been  J       !  !     educatl°n  programs.      The 
Diabetes.  S  been  Pro«daa   to   the  National  Commission 
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An  approximately  30%  response  was  obtained  in  this  =«vey   The 
results  tndicate  that  at  least  ,0X  rf  * .res  P-ents^a^ahetes^^ 

of interLfrf ^af on^nirS  these  hospitals  old  the  patient  pay 
for  the  Diabetes  Education  Program. 

A  similar  survey  was  conducted  by  Dr.  Donnell  E.  Etzwiler  among 
26  hospitals  in  the  Minneapolis-St.  Paul  area.   The  results  revealed 
2tLt°Xiiae  all  the  administrators  oj :  the  ^^£SSP 

had  purchased  any  educational  materials  in  the  preceding  year. 

At  present,  the  American  Hospital  Association  is  conducting  a 
survey  In  which  similar  questions  regarding  «-bet%  ^^eport 
?he  results  of  the  survey  will  not  be  ready  in  time  for  this  report. 

An  example  of  an  in  and  outpatient  hospital  education  program 
is  that  teing  conducted  by  Dr.  John  K.  Davidson  in  Grady  Hospital  in 
Atl  nta,  Georgia.   A  description  of  his  education  program  was  of   red 
to  the  Commission  in  Los  Angeles,  California  on  May  7   1975  and  is 
included   in  Appendix  7  as  an  example  of  a  hospital-based  Dxabetes 
Education  Program. 


8.   Educational  Materials 


The  Diabetes  Association  of  Greater  Cleveland   in  the  publics- 

this  endeavor. 

companies,  JDF,  and  other  voluntary  agencies. 

In  all  of  the  public  hearings  of  the  Commission  a  plea  was 
raised  for  a  National  Information  Office  to  serve  the  needs  of  the 
diabetic  patient  for  educational  materials. 
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Persons  ^^^^iS^t^^^:  ~?  *«  ^  million 

American  Indians,  more  than  a  million  A^f   a     '  alm°St  8°0'000 
Alaskan  natives   Education*?  ^^.^"n-Amencans  and  50,000 

these  ethnic  gr^p^r^^TS^STtrr^8  "a*""*  * 
the  Asian-Americans  were  very  well  expressed ^.^""^r leans  and 
Dr.  George  L.  Horn  in  the  public  hearing  of  AM   J™  ,   "^  and 
respectively.   (See  PubliV  tw  •      8     Atlanta  and  Seattle, 

of  current  efforts!     book  ha ^JS^F  °f  ^  ReP°rt°   In  te™s 
and  Management  of  the  Patient  with  n  w   T  puMished  °*  the  Education 
^disciplinary  ^olTheTdeTly  Clllt^l^ ]    Mt^   ^  * 
being  used  in  the  planning  of  the  JfiZn    t  i"  EtZWe=Ller'   Thi^  book  is 

affiliate  associations  oTthe  IdI  aTsI'TL^T5  *   "^  °f  the 
tion  is  being  prepared  by  the  American  dLw    a    ^  Diabetes  Educa- 
soon  he  published.   ThesI  two  IC^ur^^^68^--^1-  and  ^ 
xnterested  in  preparing  education  programs   Guulu        *l     ^^ 
prepared  by  the  ADA  Committee  on  Education 'cJ^l  TJ**™   alSO  been 

could  be  followed  by  groups  olannin.  I     T   Cfnters  and  Systems  which 
diabetes  on  a  regional "asis   A   §  VT^  eduCation  Programs  on 
in  Appendix  8,  and  th^cTbe  obL0^0^8^^1^  "  *"**" 
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COMMITTEE  STRUCTURE 

of  the 

American  Diabetes  Association,  Inc. 


The  committee  qtrnpfn^  u        i_ 
of  effort  and  redScrt^u^er^^^J0  ***«■  -"Plication 
Council  and  the  Board  of  Directors.  reporting  to  the  Central 

-S^^^SS^L^o^1^- to  be  — d  by . 

the  supervision  of  an  officer    h  .^ordinatmg  committee  will  be  under 
Themembers  of  a  coordinatng Commit  eTwin  F   T   &eCUtive  Committee). 
Chairmen  of  committees  within  thaT  tin  a"        ■        the  Chai™en  and  Vice 
the  areas  of  responsibility" Lh  ^rdin^  COTBnlttee,«  Jurisdiction; 
committees  have  been  established  by  charts   ^  ^T^^   and  ±ts 
formed  by  a  coordinating  committee  fr™  ?      P6Clal  taSk  forces  ^y  be 
Projects.  g   mmittee  from  time  to  time  to  work  on  specific 

Each  committee  will  mppt-  at-  +u      T 
hopefully  with  the  Chairman  and  Vice^halrmaf  tT1  Mee""^. 
comxttee.  and  the  responsible  officer  In  arr^V  "  coordinating 
committee  will  then  convene  and  acTl  f   e°daKe'   The  coordinating 
and  recommendations;  the  coordlnatlt       ^  W±U   report  lts  a«l°ns 
recommendations  should  be  presented ll'T^*  W±U   deClde  Kh"h 
coordinating  committee  will  be  able  to  f    T'J   °f  D1-"ors.   Thus  the 

comiittees)^  "  ^^   -  -S.'SS  SSSl^T1- 
-d  Audit  Committee.   The  0^^^%^™^   ££«£. 


1. 


COORDINATING  COMMITTEE  FOR  PATIENT  ACTIVITIES 


a. 
b. 
c. 


Committee  on  Education  for  Diabetics 

Committee  on  Insurance 

Editorial  Board  -  Diabetes  Forecast 


NOTE:   "Education  for  Diabetics"  Pn, 

and  Diabetes   Education  CenterTa^  y~S  I^IT^  *"  DlabeticS 

Assistant  Editor  of   Forecast  arP  LI,  &  Edltor   in  Ch±^  and 

and   the  Forecast  Edito^aTloarS  "h!   °f   the  Coo^-ating   Committee, 

on  Insura^cT^ITl   cover  Third  P^tvP  "  *   COIMnittee-      The  Committee 

committee  representative     win  no   W^^   Affiliate  insurance 

on  Insurance.  1X  n°   lon8er  be  members   of   the  Committee 


as: 


i,i«< 
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ps 
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COORDINATING  COMMITTEE  FOR  PROFESSIONAL  ACTIVITIES 


a. 
b. 
c. 
d. 


Committee  on  Professional  Education 
Committee  on  Food  and  Nutrition 
Committee  on  Advertising 
Editorial  Board  —  Journal  DIABETES 


be  members  of  the  Coordinating  Committee. 

3.   COORDINATING  COMMITTEE  FOR  PUBLIC  ACTIVITIES 


a. 
b. 
c. 
d. 


Committee  on  Public  Affairs 

Committee  on  Public  Education  tabetics 

Committee  on  Employment  and  Opportunities  for  Diabetics 
Committee  on  Statistics 


N0TE:   "Detection"  has  been  eliminated  because  it  is  felt  ^e  detection 
program  is  ongoing.   If  new  data  or  materials  are  needed,  a  task 

may  be  appointed. 

4.   COORDINATING  COMMITTEE  FOR  RESEARCH  AND  SCIENTIFIC  AFFAIRS 
(responsible  to  the  President) 

a.  Committee  on  Research 

b.  Committee  on  Scientific  Programs 

c.  Committee  on  Materials  and  Therapeutic  Agents 

NOTE:   The  Coordinating  Committee  will  act  as  the  approvl^  body  on 
scientific  affairs,  i.e.,  in  place  of  the  previous  Committee  on 
Scientific  Affairs. 

5   COORDINATING  COMMITTEE  FOR  FUND  RAISING  AND  ADMINISTRATION 
(responsible  to  the  Chairman  of  the  Board) 

a.  Committee  on  Fund  Raising 

b.  Committee  on  Public  Relations 

c.  Committee  on  Budget  and  Finance 

d.  Committee  on  Affiliate  Associations 

e.  Committee  on  Planning  and  Organization 

N0TE:   Affiliate  Associations  will  choose  »»£^  «*$£££* 
ing  Affiliate  Service  Award;  Planning  and  Organization  win 
the  responsibilities  of  Long  Range  Planning  and  Scope. 
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6.   COORDINATING  COMMITTEE  FOR  JUVENILE  DIABETES 

a.  Committee  for  Education  of  Juvenile  Diabetics 

b.  Committee  on  Parent  and  Youth  Groups  lab6tlCS 
c   Committee  on  Camps 

^ving  certain  ccJSJ^lJ^^^S^TLttM   "ould  «»»«er 
The  responsibilities  of  th»  ill  !L   ?       °g  committee  to  another. 

in  either  case;  to  expedite  he  lorl* JloTS"'""111  remaln  the  8«" 
as  originally  proposed  is  listed  IZ  f   committees,  the  structure. 

and  When  any  c^ittee'l^r  ot°alf ferent^ora^ci11  "•  made  if' 

ui.nerenc  coordinating  committee. 
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A 


American 
Diabetes 
Association,  Inc 


AFFILIATE  BULLETIN  g 


ay  13,  1975 


No.  284 


e: 


To: 


From: 


NATIONAL  DIABETES  COMMISSION'S  SUBCOMMITTEE  ON  EDUCATION 
AND  TREATMENT  REQUESTS  INFORMATION  FROM  ALL  AFFILIATES 

Secretaries  and  Executive  Directors/Secretaries  of 
Affiliate  Associations 

Ernest  M.  Frost,  Ed.D.,  Executive  Vice  President 


Lillian  Haddock- Suarez,  M.D.,  Co-chairperson  of  the  Subcommittee  on  Education 
and  Treatment  of  the  National  Diabetes  Commission,  urgently  needs  information 
regarding  the  educational  programs  and  materials  that  are  being  conducted  and 
developed  by  the  Affiliate  Associations. 

Regarding  your  programs,  the  Commission  would  like  to  have  the  following  in- 
formation: 

1.  To  whom  do  you  address  your  program  -  patient,  public,  allied 
health  professional,  physician 

2.  Needs  to  which  the  creation  of  these  educational  programs 
responded 

3.  Population  served 

4.  Resources  (manpower,  funding,  physical  facilities) 

5.  Problems  that  may  exist  in  your  program 

6.  Research  programs  available:  (a)  Development  or  initiation  of  other 
systems  designed  to  meet  the  needs  of  the  diabetic  patients;  (t>)  Ke- 
search  on  Education  Methodology 

7.  Evaluation  of  methods  used  in  teaching  and  of  the  program  as  a  whole, 
if  any 

8.  Copy  of  your  educational  materials 

9.  Plans  for  the  future 

Please  send  the  above  information,  and  copies  of  materials  if  possible,  to  Dr. 
Haddock-Suarez  airmail  as  quickly  as  possible  since  she  needs  responses  prior 
to  the  June  2  meeting  of  the  Commission.  Dr.  Haddock-Suarez  s  address  is  De- 
partment of  Medicine,  University  of  Puerto  Rico  School  of  Medicine,  San  Juan, 
Puerto  R1co  00935. 

EMF:cw 

cc:  Presidents  of  Affiliate  Associations 
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1  West  48th  Street 


New  York,  New  York  10020 


Telephone  (212)  541-4310 


A  American 
Diabetes 
Association 

North  Carolina  Affiliate,  Inc. 

Charlotte,  North  Carolina  28202 


Telephone  (704)  333-1568 


May  28,    1975 


Lillian  Haddock  Suarez,  M.  D 

Co -Chairperson  of  the  Sub -Committee 

on  Education  and  Treatment, 
National  Diabetes  Commission 
L   The  Department  of  Medicine 
University  of  Puerto  Rico  School  of  Medicine 
San  Juan,  Puerto  Rico  00935 

Dear  Dr.  Suarez: 

In  response   to  Ernie  Frnor-'o  k,,n    kJ 

submit  the  folding  Information:  °f  **  13'    1975>    Z  respectfully 

1.  The  programs  of  the  North  Carolina  Affiliate  of  rt,0  a    • 

Association  are  addressed  to  Patientf  tut  r  ?e  American  Diabetes 

Health  Professionals,  and  Physicians  '       ^  PubHc'  AUied 

were^ocumentld'in  TlstT-ttloV.t i  ITi  edu'ational  Programs  responded 
Project.  The  project  determined  S^^6^031  Pr°gram  Di*betes 
North  Carolina'were  in  ^or  c^trol   TheT^*  °f  ^   diabetics  « 
of  lack  of  patient  eduction  on  the  part  of  he"  '°ntr0l/as  a  "««lt 
the  areas  of  basic  diabetic  regimen  £ I  nutriUon  pr°fessio^  - 

Se^L0  Z££%£  ^Xi^tt^iz^  —  rcept- 

throughout  North  Carolina  from  1970-197J  *"  SeVeral  sltes 

the  1967-1970  project.  The  P^uct"ons  Ire"  ""'  **«"«•  *«*■* 

'"  anfp^uer^uelSs^T^f  ^  *  d"*»«'  *«  *»■«.<- 
patient.  r  the  basic  management  of  the  diabetic 

of  urine  testing,    insulin  adminLtratSn     „Z  ^T'  in  the  areas 
hypoxemic  reactions,   acidosi] Z%%^^%g»-*>  **"*' 

RESIDENT:  Kirkwood  T.  Shultz,  M  DOFFICFRoTZT^TT  " 


t3 


1 

'"   J 

miiiii* 


Member  of  the  National  Health  Council 


AMERICAN  DIAi-fES  ASSOCIATION,   NORTH  CAROLINA  ^FILIATE,    INC 


John  A.  Laurents  Letter 

To: 

Lillian  Haddock  Suarez,  M.  D. 

Page  2 

May  28,  1975 


c  Illustrated  Help  for  the  Diabetic  Patient,  which  was  later  revised 

into  ''Picture  Pages"  in  a  simple  picture  form  covering  five  subjects 
Insulin  Shock,  Foot  Care,  Urine  Testing,  Insulin  Administration 
(single  dose)  and  Insulin  Administration  (mixed  dose). 

d   Select-A-Meal,  which  is  pictorial,  color-coded  meal-planning  device 
which  is  designed  to  assist  persons  of  virtually  any  intellect  in 
adhering  to  a  proper  diet. 

3   The  population  served  by  our  Affiliate  is  the  entire  State  of  North 
Carolina  which  consists  of  five  million  people  m  100  counties. 

There  are  an  estimated  150,000  known  diagnosed  diabetics  in  North 
Carolina  and  an  additional  100,000  undetected. 


4.  Our  resources  consist  of  the  following: 


a. .  Manpower 

1.  Executive  Director 

2.  Administrative  Assistant 

3.  Fund  Raising  &  Public  Relations  Director 

4.  Field  Representative 

5.  Two  Secretaries 

Research  Project  Staff 

1.  Educational  Director,  R.N. 

2.  Staff  Nurse,  R.N. 

3.  Staff  Dietitian,  R.D. 

4.  Research  Assistant 

5.  Secretary 

b .  Funding 

The  financial  resources  of  the  Affiliate  have  come  primarily  from 
a  special  event  that  has  been  conducted  in  thirty  seven  North 
Carolina  cities  in  the  form  of  BIKE -A -THONS . 

I  am  enclosing  a  copy  of  our  1973,  1974,  and  1975  Income  and  Expenses 
which  will  give  you'our  budget  breakdown.  In  1974,  we  received  a 
legionll  Medical  Program  grant  for  $41,549  to  conduct  our  patient 
education  research  program  entitled,  "Share -Your-Skills" .   In  1975, 
we  have  received  approximately  a  $28,000  grant  to  date  and  have  a 
tentative  commitment  for  an  additional  $25,000  through  June   1976. 
This  brings  to  a  total  approximately  $95,000  for  the  purpose  of 
developing  a  significant  volunteer  patient -teaching  concept. 
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John  A.  Laurents  Letter 
To: 

Lillian  Haddock  Suarez,  M.  D 

Page  3 

May  28,  1975 


5. 


6. 


c.  Physical  Facilities 

Our  physical  facilities  eon*-?**-  ne 

of  office  space  where  we  have  adeauate^0™^  4>°°0  ^^   feet 
volunteer,  and  health  profelsional T     oTl% *"'   °ur,me"inSS  with 
very  accessible  area  in  downtown  Charlotte  ,     *2  l0Cated  in  a 
office  building.  Charlotte  m  a  modern,  attractive 

There  are  a  number  of  problems  „h,-„i,    u 

Research  Program,  however  it  s  premature  ^  l?™***   "  °Ur  Educatl°" 

time  since  we  are  now  evaluating^hTprogram.      ""  °"  theSS  "  this 

Educational  Research  Program 

As  mentioned  in  Section  4,    paraaraoh   n     ™  v, 

a  Regional  Medical  Program  grant  for  tL  t  °T   the  ceciP^«  of 

education  research  program  S"  clea^^"!^  "r*"1?*  *  ^^ 
program  is   to  determine  whether  or  not  1^,     ►  (SYS)  •     The  SYS 

oan  provide   the  needed   teachine  re  ^f  V°lunteers-    Properly  trained, 
The  first  six  ninths  was   devoted   to   the"^?'  '°   ^  h£alth  Professionals 
materials  and   the  course  content       Th»       T     Pment  °f  Che   Caching 
selecting   the  sites   for  the   test  'program         "x.™"hs  dealt  with 
volunteers    (Canity  mattetTel2TrT\mT^S  ?*   ^^^ 
teaching  of  the  referred  patients        (III  Zl   U     f  begln  ^  a"ual 
I  am  enclosing  a  copy  of  the  nri»  »,i  ?*8     .    '    se<iuence  of  events) 

Regional  Medical  Program  Sr  Se^ee^r"^"  r°  tb-  """f  Car°Una 
will  describe  in  detail  our  time   t»hl!       *     Project,    this  application 
will  give  you  a  fairly  thorough  understand  •  ^W"10"  and  I  believe 
project  staff  feels   that  ™  ht     u"derstanding  of  the  project.     Our 

of  volunteers   in  patient  tea^n.       ^  *  gr6at  deal  about   ^e  use 

to  assessing   the  prOJLt  activ tL        H   "^  *f  m°0ths  wlU  be  -"voted 

publication  of  several  t^^^Tll  lll^H™^  *   *• 

sr-s4  of  vJr^'s^sr^.r'S's  dan  lntTst  ia  --*-. 

Evaluation 

Pro^rL^o^^d^^Lle^or"6^  """*  «"  "^e-Your-SUlls" 

time.  Premature  for  us  to  express  any  evaluation  at  this 
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John  A.   Laurents   Letter 


To 


Lillian  Haddock  Suarez,  M.  D. 

Page  4 

May  28,  1975 


8.   Educational  Materials 

a.  Select -A -Meal 

b.  Assessment  Guide 
Guidelines  to  Management 
Picture  Pages   (5  subjects) 


c  . 

d. 


9.      Plans   For  The  Future 

p   ^lI01nnin2   a   state -wide    teaching   program   for 
a.     we  are   in   the   process   of  dew   oping  ^  c00peraCien  with   the 

health  professional..        ^  '  Assoclation  will  be    to   develop  and 

North  Carolina  AHEC .     The   roLe  personnel   that  are   capable 

furnish   the   course  content  and   identify   the  p  be   to 

of   teaching   the  program   throughout   the   state.     ARE  ^ 

fund   the   actual    teach  ng  and   assist  ^^  J   publlc  health 

%£5£ZtZ£  as   enfof   their  continuing  educational    re^urre- 
^"S^^S   oaslc^uwleoge  Tout  managing   their  diabetes. 

i        ,-fi,   fh=  state  Department  of  Nutrition  in 
b.     we   are  working  closely  with   the  >-  consultants    in  all 

helping  to  establish  Dietitians  and  Nutrition  c  ^  ^^ 

health  departments    th rough °"t   the  State  ^  and  ive 

^riveryTthfNutritfonifts^ssistance   to   the   indigent  diabetics 
throughout    the   state. 

c.     This  year  our  Association  will ^^^^^JS'^S'" 
essional  meetings   designed   to  bring  dyna  P  physicians    in 

on  diabetes,   within  the  |^^^e°L  planned   for  September, 
the   state.     A  series   of   four  Programs  interesting   to  note   that 

November,    February  and  May        1 t  waul  -rest i^  ^^     by  us 

about  half  of   *e  expenses   of   these  **e        S  ^  ^  ±        ± 

drug   companies    andrJh"e    "   ^s      e \c  . ,   would  be   picked   up  by   the 
expenses  with   regard   to  speakers, 

Regional  AHEC . 

d.  With  the  advent  of  third  party  ^^^.^^1^"  "     j 
now  developing  a  strong  program  to  encourag  a      P  ^  ^  ^^ 
develop  a  diabetes  teaching  staff  which  wou  ^^ 

one  diabetes  teaching  nurse.   Hopef "^  ™e      to  the  physicians 

—•  -UW  betf  ^'fh  t  their  Ta  _i  ntsecouldSDe  referred  to 
in  the  community  so  tnac  tnen  f« 
regularly  scheduled  classes. 
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May  28,  1975 


I  believe  that  many  of  the  th-fna*  t-u    *. 

-11  being  of  the  diabetic  Ire"^  ^    *?***   t0  d°  to  ^prove  the 
which  simply  need  to  be  co-ordWe ?  u      "*  "  *  VaSt  array  ^   resources 
Diabetes  Association  should  n t^ovide  any^er     °  ?hil°S°Phy  *•<  the 
be  provided  by  existing  agencies   It  f«T  !*rV1CeS  that  co^d  or  should 
vitally  important  for  fhe^iabetes  Associate    T*   that  lt   is  bec— * 
role  of  a  strong  advocate.         Association  understand  and  assume  the 

The  answers  contained  in  the  letter  aya  u   _ 

on  in  the  area  of  diabetes  education^  North  E^f^*"  °*  *"  iS  *°^ 

x  can  oe  or  service. 


Best  regards, 


Laurents 
ve  Director 


'"ill""',' 
III* 

eg 

Itl...Ulli« 

CO 

: 


cc:   Ernest  Frost, Ed.  D,  Exe 
Kirkwood  T.  Shult 
Joyce  Kortman 


cutive  Vice  President  ADA 
z,  M.D.  President,  North  Carolina  Affiliate 
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AMERICAN  DIABETES  ASSOCIATION 
NORTH  CAROLINA  AFFILIATE,  INC. 


INCOME 


Contributions 
Special  Events 
Other  Revenue 

Membership  Dues 

Program  Fees 

Publication  Sales 

Regional  Medical  Program 

Camp  Fees  &  Contributions 


ACTUAL 
1973 

$  13,065 
43,708 

526 

11,034 

201 


ACTUAL 
1974 


Sub-total 


5,115 
73,649 


$ 

12. 

044 

66 

,747 
811 

1 

,371 

4 

,441 

41 

,549 

15 

,649 

BUDGET 
1975 

$  15,500 
73,000 

5,000 

2,000 

6,000 

28,000 

16,000 


142,612 


145,500 


NEW  INCOME 
CFC  Campaign 
SYS  Foundation  Grants 
Special  Gifts  Campaigns 

New  income  sub-total 

GRAND  TOTAL 


15,000 
20,000 
77,000 


113,000 


EXPENSES 


Public  Education 
Professional  Education 
Patient  Education 
F ^search 
immunity  Service 


Total  Program 


Management 
Fund  Raising 


ADA  Support 


ACTUAL 
1973 

3,140 

3,326 

18,621 

500 

6,001 


ACTUAL 
1974 

$  10,682 

6,296 

33,057 

41,536 

16,407 


31 ,588 

4,994 
9,078 


107,978 

16,659 
28,674 


BUDGET 
1975 

$  14,000 
10,000 
39,500 
98,000 
22,000 


183,500 

18,000 
30,000 


14,072      45,333      48,000 
(5%)   2,409  (10%)  7,474  (15%)  26,000 


$  48,069    $160,785    $257,500 
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American 

Diabetes 

Association 

SOUTHERN  CALIFORNIA  AFFILIATE,  INC. 


Sansum  Medical  Research  Foundation,  2219  Bath  Street 
Santa  Barbara,  California  93105 


May  22,  1975 


Lillian  Haddock-Suarez,  M.D. 
Department  of  Medicine 
University  of  Puerto  Rico 
School  of  Medicine 
San  Juan,  Puerto  Rico  00935 

Dear  Dr.  Haddock-Suarez: 

,"..   t'ldL  transcript.   To  answer  your  specific  nupct-innc 
relative  to  our  program  here  in  Santa  questions 


1) 
2) 


Our 
The 


Barbara : 
program  is  addressed  primarily  to  the  patient. 


needs  to  which  the  creation  of  these  educational 
programs  responded  -  I  am  enclosing  a  copy  of  a  short 
history  which  I  wrote  as  part  of  a  grant  request  con- 
cerning the  history  of  treatment  of'diabete?  in'saTta 

3)  Population  served  includes 


arhara    nlll  thl    local    population   of   Santa 

patients  who  come  from 

and  the  coastal 
ge  County. 


Southern  Nevada,  the  San  Joaquin  Valley, 
area  of  California  from  Salinas  to  Oranq 


4) 


Resources  - 
or  physical 


Our  current 
faci 1 i  ties  . 


program  has  no  lack  of  manpower 
We  have  a  pool  of  nurses  whn  ar* 
capable  of  giving  the  course,  and  we  have  mSre 
who  are  willing  to  give  the  course  than  we  can 
present  time   Physical  facilities  are  also  nS 
they  are  supplied-  by  the  hospital, 
that  of  funding.   I  covered  this  in 


dietitians 
use  at  the 
problem; 

Our  basic  problem  is 

my  testimony. 


5) 


6) 


may   exist 


i>sr°th^SnfhfM    H-y   eX;St    1n   y0Ur   Pro9™m   -   The 
is    that   of   funding;    however,    I    do    believe    that 
be   possible   in   the    future   to   make 


it  shoul d 
self- 


sustaining  within  the  communi  t)Twithout  outsidVsupport. 

Research  programs  available  -  We  are  currently  usinq  the 
patient  multiple  choice  test  developed  at  the  VanderbiU 


> 

i 
; 

■ 
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L.  Haddock-Suarez ,  M.D. 


-  2  - 


May  22,  1975 


modifying  this  because  it  does  not 
tions  about  diet.   I  an  not  at  all 
to  evaluate  what  we  are 


University.  We  are 
contain  enough  ques 
qurp  that  this  is  the  best  way 

rtoXthfcours:  anoTh^for  an  epoal  period  of  time 
after  the  course. 


7)  Evaluation  of  methods  used  In  teaching  and  of  the  program 
as  a  whole  -  We  have  done  none  of  this  as  yet. 


8) 


9) 


Copy  of 
packet  to 
Commi  ssion 


of  our 


the  educational  materials 
nr   Oofford  to  be  used  as 

packet  for  your  information. 


-  I  gave  a  copy 

he  saw  fit  by  the 


Enclosed  is  a 

for  the  future  -  I  have  made  an  application  to  the 
°  u  datlon  for  support  for  the  next  two  year 
is  forthcoming,  we  plan  to  have  the  course  given 


PI  ans 

Hearst  F 

If  this 

on  a  weekly  basis. 


I 


hope  this  information  will  be  helpful  to  you. 


I  spoke 
me  she  is  se 
California  area 
Commi  ssion 


to  Linda  Bryers  yesterday  on  the  phone .an  J  |"|  ^^srn 
»rr  'GoodYucTtoVou  in\oUer  WAIFX*   on  the 


Sincerely  yours, 


Low el  1 


Sparks,  M.D. 


p.s 


the 


I  am  enclosing  a  copy  of 

Hearst  Foundation  proposal  ^.^ -^^     rs  fQr 


cost  accounting  I  did  for  the 
In  most  areas  in  Southern 


California,  one  can 
per  month  course 
volunteers  for  a 


ge 


have  found  it  impossible  though  to  get 
continuously  ongoing  program  each  week. 
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A 


American 

Diabetes 

Association 


00-  SHERA4*"°^r^^  986. 


May  30,   1975 


Lillian  Haddock-Suarez ,  M.D 
Co-Chairperson,  National  Diabetes  CnmnHo  < 
Department  of  Medicine     at>etes  Con*>ission 

University  of  Puerto  Rico  School  of  Medicine 
San  Juan,  Puerto  Rico,  00935       neaicine 

Dear  Dr.  Haddock-Suarez: 

Commission  Hearings   I  fl.ZZ,  Zl       a"ended  °oth  sessions  of  the 
I  also  resiled,  £".  L'^i^^^*™""  and  b~"*1- 
encountered  ss  a  Southern  California  Iff i  ,    t  PZ°ble™   »•  have 
Diabetes  Assoaiation  are  shared  hTthfre""'  thett^r1"" 

materials  and  guideline relevant tTtt^   '  J0""1"*  Set  °f 
ducted  by  this  Affiliate.  on-going  programs  con- 

educ^jr^r  Sfpalt  'TXertH"^  '°  "  lnVOlVed  "lth 
Lee,  Executive  Director  of \Z%     Z^   dlrec"°°  of  Mr.  D.  Rodney 
recently  I  have  worked  under  the  dir^  Ca"f°™ia  Affiliate.   „„st 
Director  of  Administration  an TcSnTn?  Up  °f  Mr-  La»«nce  Werner, 
for  the  Southern  CalifornL^ffilL"!   2?*?*  °f  Fleld  Servi<* 
programs  is  compiled  In  a  report  f'rm'for^asilr^eX"8""1"8 

Sincerely, 

Linda  Bryers 

Program  Representative 


Hlffi 
"'"'» 


; 


ca 


LB:sg 
end. 
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A 


American 

Diabetes 

Association 

SOUTHERN  CALIFORNIA  AFFILIATE 


August   4,    1975 


Lilian  Haddock,  M.D. 
Department  of  Medicine 
University  of  Puerto  Rico 

School  of  Medicine 
San  Juan,  Puerto  Rico,  00936 

Dear  Dr.  Haddock: 

Thank  you  for  vour  response  regarding  the  American  Diabetes  Association 
Southern  California  Affiliate  programs  and  evaluations.  We  would  feel 
honored  indeed,  to  be  included  in  the  State  of  the  Act  on  Education. 
Please  note,  I  have  made  certain  additions  and  up-dates  sxnce  the  first 

draft  I  sent. 

Dr.  Lowell  Sparks  is  involved  with  the  teaching  program  at  Santa  Barbara 
Cottaee  Hospital.   There  are  20  additional  programs  however,  some  of 
wnich  are  just  as  varied.  The  latest  addition  to  our  teaching  schedule 
Is  an  Tdolesfent  Teaching  Program  which  incorporates  the  same  Guidelines 
used  for  the  previous  programs  while  emphasizing  those  topics  of  interest 
and  particular  adjustments  for  the  young  diabetic. 

The  Patient  Education  and  Community  Services  Program  is  chaired  by 
Laurence  Seigler,  M.D.  and  the  Professional  Education  Committee  is 
chaired  by  Mayer  Davidson,  M.D.  Thank  you  again  for  your  intense 
interest  in  diabetes.  You  are  representing  so  many  of  us  around  the 
countrfand  we  eagerly  await  the  results  from  the  National  Commission 
on  Diabetes. 

Sincerely , 


CV 


Linda  Bryers     ^_ 
Program  Representative 
American  Diabetes  Association 
Southern  California  Affiliate,  Inc. 


LB :  sg 
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A 


American 

Diabetes 

Association 

4849  VAN  NU^F  ^1^^CAIJF0RNIA^^UATE    , 

VD..  SU,TE  200.  SHE™Al7o7i^^^ 

w  i  J)  0/^-1385  or  986  6272 


1) 
2) 


3) 


4) 


PATIENT  EDUCATION  PROGRAMS 
^^^Ho^rajn:     Out-Patient  Teaching  Prograin 

^  t^S^r^SS^KfJSS.S  ?S"  *"**-■  ~ 

and  iocatlons  of  these  8  out  SoUthern  California       The  guidelines 

Program  services    the  needs   of  diabetic,   ^        1       0ut-Patient  Teaching 
patient  service.      These  Programs   attLrf  they  are   rele^ed   from  in- 

Physicians   for  their  pati  P  P     t0  Pr°Vlde  a  resource  "nter  for 

Diabetes  Mellitus  are'taught         PrinClples  of  «elf-care  and  management  in 

Population   SoTVflfi.      Thf>    -.,_„,. 

^^b^a~^uthT^e  slnlLgTlnd^rf^8  Pr°8ramS  e*^  Horth   to 
teaching  programs  within  a  given  citv     or  T  Linda'     The  number  of 

population  within   that   area?  X«  ™™i       ■"'  deterained  by  the 

not   densely  populated,   A.D.A.S  C     LT^t/ll^5^^ '   in   th°Se  are- 
than  one  teaching  program  within  J^^'tf^JSj^  "°™ 

^e~nd  dTL\Lria8nrsamofSthtaatght  "**}"  ""  "^   '««**  by  physicians 
no.00  to  $20.00  is  barged  of  th7Patien°t   ^"^     No~"y  .  'efoTrrT ' 
hardship.     These   checks   fre  made  *  vl^'   TV  Where  the  fee  *■  a 

n  t urn,   pays   the  teaching  stalf  Z%££  ^S^K^     ^  "-Pit*. 
Since  ten  hours  of  instruction  is  m™„      J,         f       $    '50  an  hour  overtime. 
ten  and  fifteen  patients     the  Pr!  8  *   lf  ea°h  class  consists  of  between 

«~-  pertaining  trd»-  2-2;  J--*  «-££.     Aether 

P^^r^rc^s'8  in  the  TeacMn*  »<*»-  ^ 

the  National  Diabetes  Commissi heari™ 1V?neS*.<*  ««  instruction.     At 
seem  to  be  concerned  with  this  *Jn!         ?? '       notlced   that  all  Affiliates 
Pre  and  post   test   for  evaiua  10   Tut'this     in  l^  f"U««  °ff«*  • 
or  most  effective  means  of  evaluation       Th/     ^  oplnl°"'   ls  not   the  best 
this  problem.      I  have  kept  in  touch  with  »         "V*"   '°  be  no  «"*  a"=»«  to 
throughout   the  country  and  most  Ieachia«  ProL       th!/«"iates   and  Programs 
examination.  leacning  Programs  offer  a  pre  and  post 

6)  Research  Propramc     Tk„  ^.   v 
^SS^^th^VrofessioanarrHTeaChin8  NUrSeS  of  S°nthern  Caiifomia 
drawing  up   criteria  Lr  educaliof  m.^  ^^'^  <*  A.D.A.8.C.    are        ' 
Programs.  education  methodology,   as   regards   the  Teaching 

7)  Evaluation:     Perhans  ™«>  ~t  -i.  i 

^^Sole-  is  thetumbTr  of  patios  ZlTnT  ^"^^  "i  the  Program 
year  A.D.A.S. C.   has  educated  two  thn  ""f^1"?  a  Program.     Over  the  past 
Teaching  Program.     Each  program  evaluatl  T     ""   thr°U,,h  the  0ut-p*«ent 
*  conducting  teaching  i^SE^ST^  -"J-^ 
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5) 


! 
i 


iwiilE 

S3 

ilititi'iH" 


8) 
9) 


c    a  n  a  q  r  h^  recently  decided  to  audit  each  program  twice 
^arlhereby'ensuriug  th2"piyoper  methods  and  guideline,  are  followed. 


Materials:   All  materials  are  enclosed. 


efficient  and  productive  means  of  evaluation. 


1)   Type  of  Program;   Public  Seminars 


2)   Need 


Although  this  is  te^ed  an  Annual  Public  Seminar  the 


3) 


Needs:   Although  this  is  «.-«  «■■  ~--~  --  patient. 

Suction,  to  a  great  degree  xs  directed  at  the  diabet   P 

An  Annual  two-day  Public  Seminar,  ™t     J£X'etes   in  the 
brings  together  the  leading  sPeclf  ^  "a  co^rehensive  educational 
Southern  California  area  for  a  major  and  compr hen sive 
event  which  could  not  be  experienced  or  raid  tor  OS  an/ 

Population:   The  past  two  Annual  Seminars  hav< =  been  directed  at 

rrriyforTi-r^ri ^^^^ssrss- 

4)  Resources:   A  report  of  the  1074  Public  Seminar  is  enclosed. 

5)  Problem   There  are  no  problems  "-exist  within  the  Program  itself, 
ielause  of  the  huge  geographic  area  it  is  dxf f icul        P 

travel  from  one  end  of  Southern  ^"f  ™"  ^"L  Mr.  Lawrence 

j     „„*■        Therefore  it  has  been  suggested  uy  i«- 

rt^^^-ss^x  •"— »  -*"  a-ess  co  each 

geographic  region. 

6)      Re^r^Pr^^:      One  Regional L  Seminaj :  h« ^^^^^oVundred  and 
^T^aTTTrea  with  no   amount   of   e^eJa^^  Several  hours   on  one 
fifty  people   attended   this   Seminar  whlchQ1^t^Vby   the  Patient 
evening.      The  methodology  of   educatxon  xs   dictated  by 
Education   Committee. 


7) 


i   1-4 «n  of  the  Public  Seminars  from  the  Patient 
Elation:   The  evaluation  of  the  Pu b£c  provides  a  high  quality 

i^^i^Tcommittee  has  been  tha t  th e  Sem^a^  beneficial.   The 
of  patient  education  at  a  small  fee  that  is  v  y         been  ve 
response  from  physicians  whose  p. i  lent hav a  tend 
good.   Many  patients  also  have  responded  v  y 


8) 


Materials:   All  reports  are  enclosed. 
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9)   Plans:   As  stated  previouslv  tha   ^,«-     i 

hold  them  twice  a  year  Zl* L^lT^T  "*   ^  ^^   «'   t0 


1)  Type  of  tvonm,      student  Career  CouRsel.ng  prQgram 

2)  a^^srs&hs  sr^r^s a—  — h 

xnco  careers  which  are  open  to  diabetics 

3)  ^^^^LTz::r:^T^:a^  -  ™ are  u— 

System  has  adopted  this  brochure,^  It   -   "'  The  Lcs  A"geles  School 
for  diabetic  students    30  schLls  "re  n""  FT??   ~ ""«  *».«*»r" 
on  an  ongoing  basis  ^O^T^^ZlTylll^    ^   b™^ 

brochure.  <-ne  iySl.em  to  a   career  counseling" 

5)  Problems;   None. 

6)  Research:   There  has  been  no  research., done  at  this  time. 

7)  ^valuation:  The  Los  Angles  School  System  reports  th^  ,u  • 

been  highly  successful  so  far.  reports  that  this  program  has 


8)   Materials:   The  "brochure"  is  enclosed. 


9)  ilans:   The  plan  for  the  future  is  to  expand  HHi 

district  in  Southern  California.  program  into  every  school 


X>  l3^e_of_Program:   Summer  Gamp 


regardless  of  their  parents"  ability  to  pay      "™  °"mi   th±S  "P"*"" 

3>  Sgo-ofrlfSfteolta"^.  Children'  m0"  "f  *"  —  '»»  th.  Southwest 

4)  Resources:  The  Camp  is  owned  by  the  v  „  r  ,  ,„  ,  , 

Affiliate  on  a  one  month  basis   All  --M-C-A'  *nd  leased  to   the  A.D.A.S.C. 

arranged  by  the  Camp  Mrector  Dr  ITT""  ^   the  Camp  ltSelf  ls 

P  director,  Dr.  John  Mace,  of  Loma  Linda  University. 

5)  iufifSs  2:  fi^cL^jLt  prTheer tim:  r  those  deaiii*  <-h 

up  and  evaluated  by  the  CamP  Committee      *«del—  •«  --S  drawn 

6>  ^rc:™itteed:neNo0nr:sdeU:?ch10h arbee0„d0l°Sy  """  t'   ™  «  «•»«*"  the 
this  tine.         re„e_rch  nas  been  oone  on  methodology  of  education  at 


0 
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7) 


8) 


Fia1liaKon.   In  197A  two  hundred  and  eight  youngsters  attended 
twenty  children  for  the  Summer  sessxon. 


Materials:   All  materials  are  enclosed. 


9)   Plans 


There  are  no  plans  at  the  present  time  to  alter  or  change  the 


Summer  Camp  Program. 


1)   Type  of  Program:   Educational  Unit  Meetings 


2)      Need 


4) 


i  n^^o   con,irp  a  need   in   the   community 

The  educatxonal  meetings  service  a  need  *  diabete; 


Need:      The  educational  meetings   servi«  -  »—   —   -~:  - 

Sfthose  people   seeking   additional  education  regarding  diabetes.      Most 
unit  meetings'are  conducted  monthly  by   local  physicians  m  the  area. 

V      Population  Served:      Each  Unit   services   anywhere   from  one   city   to   an 
3)      SxTrfc^yT-The  meetings   service  anywhere   from  twenty-five   to 

over  one  hundred  persons  every  month. 

Resources:      Generally   educational  meetings   are  held  in  *  ^""^ 

are  in  charge  of  recruiting  a  physician /speaker  once  a  month 
Problems:      The  A.D.A.S.C.    Affiliate  has   found  a^oblf  J^™fa 


0) 


6) 


7) 


Problems:   The  A.D.A.S.C.  *rrixr^\    his  program  in  every  unit  area. 
SeitHTinainly  because  *%h™  ^°^ef  ^?  this  should  be  an  optional 
In  the  past  year  A.D.A.S.C.  has  realized  tn  m      of  elderly 

program.   Many  of  the  ^^^^^tSese  meetings  drain  the 
persons.   The  plannong  and  coordl*a^°*  swho  feel  they  do  not  basically 
efforts  of  the  parents  and  y°^^£  a!d!a.S.C.  has  found  it 
benefit  from  these  meetings,   ^^^of^ofessional  speakers  for 
difficult  to  maintain  a  high  quality  oi  y 
monthly  educational  meetings. 

Rese^h^^   The  Regional  ^™*™^t*>  fZl.lLT^ 
Ideational  meetings  while  restoring  the  high  <l"allty  ot 
the  Program.   By  conducting  Regional  Seminars  "^.refully^ 
spokesmen  on  a  hi  or  tri  Annual  basis,  each  Un it  area  would   P 

only  qualatatively  but  ^"""^Ltlon The  ^Tional  Seminar  would 
unit  meeting  offers  an  hour  of  "struct ion  Therefore,  if 

t^Tt^lVXT,   SttSTtS  SSSS..  the  amount  of 
educational  time  is  also  expanded. 

.   i   M«n-   Beciuse  Regional  Seminars  would  be  planned  through  the 
Evaluation:   Becaube  Regiu"  *-»■  ...j^.f  fhP  narent  s  and 

-.  n  A  c  r     office   this  would  allow  the  vitality  of  the  parens 

outh1roupsftoCbe  directed  into  programs  more  appea  ing  "^^ies, 
SL2S?SS  SSS-iS.??'-  no  future  plans  for  such 
educational  meetings. 
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1) 

2) 


3) 

4) 

5) 
6) 
7) 

8) 
9) 


PUBLIC  EDUCATION  PROGRAMS 
Type  of  Program:  Library  Resources  Program 

f^rTLT^  -come  involved.  This 

pamphlets,  books  and  bibliographies  nnT  k  I  community  libraries  for 
program  is  to  expose  libraries  to  thfi  J  "J8*,  ^  obJective  of  this 
able  at  each  library  c  M  j£e8t  b°°kS  and  P«"PUeta  avail- 
mended  by  A.D.A.S.c:        ^courage  the  purchase  of  those  books  recom- 

s^s^i  tMsr defines  its  own  boundaries  — *  - 

^^^^^^^^   *  *"*  — r  efforts. 

Problems:  No  problems  at  this  time. 

Research  Programs:  Not  applicable  at  this  time. 

^^^LsThtt\iladlt7,    ^  Pr°8ram  3nd  haS  «"*   "~  ^tad 
Materials:  A  copy  of  all  materials  is  enclosed. 

gsfeJK.  ■airs:  s^nr^rL1  sssr 


1)   Type  of  Program ?   Health  Fairs 

2)  g.^H:^-  i=Ri:  est  sr~ 

-~P=  s  ttr one  has  of  •— ^  -  -^X 

3^  Population  Served:  Each  health  f =■.-.•  <=  -■   j 

area.   It  is  the  policy  of  A  V     r         f  f  3  sPecific  Population 
laree  rennt^hll  f °tlcv  ot  A-D.A.S.C.  to  only  become  involved  in  very 

org^Lations    "**"   *"  "^  P«"^P«1*»  fro-  other  major  health 

4)  IfmeTef  ^er^t8-'-  T?  ■"*   SP°nS°r  «  "°rdinate  «*  "ealth  fairs. 
voCtelL^rthe^soc^t^r"   ^  healt"  "1™  ™  ^   "  * 


5) 


fafrTaTe  l2T  "*  *  maJ°r  ""cities  with  health  fairs.     Many 
enerov  and  the     «r°uP-sP°ns°red  with  very  poor  attendance.      The  staff 

irratioantotthePartteU„Cda„°ce:f  maferlalS   "  "*  ^""^  iS   '°°  «~" 


'"'!: 

mflC 

U 


IBIICIC 
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6)  Research  Programs:   Regarding  this  program,  no  other  system  has  been 
developed  or  initiated  to  distribute  public  information  and  education 
to  the  community. 

7)  Evaluation:   A.D.A.S.C.  has  participated  in  approximately  seventy  health 
fairs  in  the  last  year.   This,  by  far,  is  our  least  successful  program. 
A  D  A.S.C.  would  discontinue  health  fairs  alt  gether  except  that  in  some 
low-economic  communities  this  is  the  only  means  of  health  education 
available . 

8)  Materials:   Materials  are  enclosed. 

9)  Plan  for  future:   The  plan  for  the  future  in  regard  to  health  fairs  is 
7o  expen7~as  little  time  and  energy  in  this  program  as  possible. 


1)  Type  of  Program:   Film  Library 

2)  Needs:   Films  are  available  on  a  very  limited  basis  to  groups  for 
public  education  and  patient  education. 

3)  Population  Served:   The  Southern  California  area. 

4)  Resources:   A  list  ot  those  films  available  is  included. 

5)  Problems:   The  problems  in  this  pror.ram  are  obvious.   An  Affiliate  must 
oT^pViied  with  more  than  four  films  to  effectively  service  the  Southern 
California  area.   There  is  usually  a  several  month  waiting  list  on  most 
films. 

6)  »P»P.*rch  Program!  No  research  programs  have  been  done  at  this  time. 

7  &  9)  Evaluation  and  Plans:   The  Patient  Education  Committee  is  recommending 
^TTnTitlm-I^nlxryear's  budget  to  purchase  and  maintain  a  current 
film  library. 


1)  Type  of  Program:   Jackie  Robinson  Center 

2)  Needs:   The  Jackie  Robinson  Center  is  a  total  health  care  facility  which 
feTvfces  the  low-economic  area  of  Pasadena.   A.D.A.S.C.  mans  an  education 
table  twice  a  month.   Once  a  month,  a  film  is  shown  to  the  public  m  an 
attempt  to  promote  awareness  of  diabetes  in  the  community. 

3)  Population:   A.D.A.S.C.  services  anyone  who  needs  educational  information 
^Tr7f~e7r~al  through  the  Center.   The  area  itself  is  comprised  of 
basically  black  and  low-income  persons. 

A)   Resources:   The  Center  is  operated  and  paid  for  by  the  city  of  Pasadena. 
Volunteers  man  the  education  tables. 


5)   Problems:   There  are  no  problems  at  this  time, 
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6)   R£search_Proararns:   A  connnunity  Center  seems  fn 

the  public  much  more  professionally  IV        ^vice  the  needs  of 
health  fairs.        ?   reSSlonally  »d  accurately  than  the  traditional 

'>   This  program  is  too  new  to  do  a  thorough  and  accurate  evaluation. 

8)  FatirSogrlm?  —  """^  ™  ^  *°*  ***   P»g»  as  the  Literature 

9)  Future  Plan- •   A  n  a  c  r 

SSSST^^he'^^ior^1^111™  t0  d°  n°-COSt  ™ing  and 
care.  anyone  to°  P°°r  to  afford  adequate  medical 


1) 


^Ee-^Plo^ram:      Screening   and  Detection 


^     ^t  awa'rTof   tLmdiLaasSethn  f  ^VT^  ^  ^  «""•"•   - 

area  of  Screening  and  Detection  *   resPonsi^lity   in   the 

3)      Population    Served  •      TV.o   ~~      -i    ,.  • 

^SSTlTlSaE  °«  -creenlng   and  detection 

through   each   clinic.  "  y   ei*hty   t0  °nG  hundred  people  are   seen 


4) 


1) 
2) 


Board  of  Director's   allows"     ^^^^V-?;*-?-0-    '""^ 
such   tests,   A.D.A.S.C.    sponsors    lit  u"  W'    dua   t0    the   inaccuracy   of 
a  three  day  high   carbohydrate  die?       Each P°"-P™«.1  blood   tests  with 
clinic   is   set    up,   we  nust    recruit    rh„  *   SCreenin8  a"d   detection 

laboratory  to  run  the   t^sts       The       "         ™  °f  a  h°Spital  or  Physician's 
It   ^   a  Problem   to    recruirhosSLi-o^rftioM-  b^Lr^"- 


6)      ^esea^chj^grams 
t  ime . 


No  extensive   research  program  have  been  done  at   this 


?)      oFSfffcfrs   hL™  arsesCr: "hi^y   °f    ^.— "-   «=—««,    the   Board 
toting  procedure^     Tnis^rocedureTencioser^1^6  ^^  *"« 
8)     -Materials:      A   copy   of   all   screening   and   ^^  ^^   ^   ^^ 

»onth  through   their^ndiv  dual   laboratolieT     This    ?*"£«  ^^  ^ 
the  problem  of  recruiting  hosni  !  ■    This,  m  effect,  would  solve 

iui.cing  nospitcl  laboratories   for  blood  testing. 


School    Information  P 


rograra 


and  what  should  be  donp    \u  5      *   what  Juvenile  Diabetes  is 

hypoglycemic  faction?         ^  ■*"  *  diabetiC  Student  sh-"  suffer 
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3)  Population  Served:  Southern  California. 

A)  Resources:   This  Program  is  carried  out  entirely  by  volunteers. 

5)  Problems:  There  are  no  problems  at  this  time. 

8)  Materials:  All  materials  are  enclosed. 


1) 
2) 


PROFESSIONAL  EDUCATION 

Type  of  Program:      Professional  Section  Education 

it     *«-      This  Program  responds   to   the  needs   of  physicians   and  allied  health 
ffof  ssionals ToSlous'education   in  the  latest  developments   of   research 
and  treatment  of  Diabetes  Mellitus. 


i.     <;o„i-hPrn  I  *ia.     Because  the  meetings  are  held 

3)  fftnfi^gefes  «^^SdSi,0A..oci.ti«     the  distance  prohibits 
some  physicians   from  taking  advantage  of  this  Program. 

,.        „»,i    to.  is  naid  for  the  use  of  meeting  facilities 

4)  Resources:     A  small  rental   fee  is  paid  lor  $150.00  honorarium 
IcTXcTm.A.      In  addition     each  *»««•"££££  J  titled  the  C.O.P.P. 
,1USt  ""tfShST.^ of  SfiSlU.  i-  •*•<  »  Participate 
SSS^L^plSrU  «..  approached  to  help  defray  the  expense. 

5)  Problems:     None 

7)     Ev^tion:     Valuation  of  this  program  and^he  decision  on^is^asked 

I^pTalTis  made  entirely   through   the  Proressionax  o 
9)     Plans:     No   alterations   or   changes   in   this  Program  are  anticipated. 


1) 


3) 


A) 


Type  of  Program: .  Professional  Symposium. 


—  .Th%prd£esrirnio^rertoTarenfwe:krnoproif:rsioonat1hUeaium 

Professional  Education  Committee  to  ndve_    _   ^  _  ,__M«.o,i  -in  rontinuo 


2)      Needs 


Zf7nll%™TZ  amed^anh  professionals  interested  in  continuous 

education. 

p^ation  Served:  All  physician  and  allied  health  professionals  in 

the  Southwest  Region  of  the  united  States. 

Resources:   The  program  of  the  Professional  Symposium  ^^«fbJh. 

.  n  A  c  r  ig  Professional  Education  Committee  to  take  advantage 
tst  u  Ito-datedevelopments  and  the  appropriate  speakers  thereto  an 
the  determination  of  the  program  subject  matter. 


5)  Problems:  The  one  n*jor  problem  in  the  1975  Professional  Symposium  was 
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6)  Research:      No   reseamh   v.^.,   u 

i__       10   research  has  been  done  on  this  Program. 

7)  Evaluation:   The  Profe^-inr^i  pj 

8)  Materials :   A  brnrhura  ~*  ..u 

_ _•  a  brochure  of  the  program  is  enclosed. 

»>  Jfe^na,  No  alteram  ln  this  Program  are  ^^ 


FUTURE  PLAKS 

«nt   of  Debates  JSttb^fi^S^S?  """""  ^  -"««- 
antire  Southern  California  area,        bervlce  Training  would  serve   the 

the  Association   i^S"^"^^!--^*  £-«*-  -  HoW 


3) 


4) 


-"ffirsari-s;  est  Sebeblng  —*-  * 

shorten  the  length  of  time  ft  tak^  flrtt^T*  ■**   th±8  Pr°grara  ls  to 
associated  with  the  onset  of  a  L tr   r   ,  t      t0  °VerCOme  the  »•« 
volunteer  visitor  will  act-  as  *  ™°  \        disease.   Hopefully,  the 
look  forward  to  with  proper  reatme, "nYcoTV"  ?"   the  di^tiG  *"* 
this  program  being  one  of  the  bri^tes?   ,COntro1'   Z  see  the  future  of 
Programs  of  A.D.A.S.C.   There    E  T     m°St  Volunteer-oriented 
for  the  One-to-One  Volunteer  Propram   ^^  h°Spitals  th^  are  waiting 
a  full-fledged  Program.   A  o  v    t h  n  P r    °Ut  °f  ±tS   P±lot  staSe  *n?o 
are  enclosed.  PY  °f  the  Pre^nary  guidelines  and  objectives 

In  addition  one  other  Program  is  in  ch»  h„  •   • 

year  In-Service  Hospital  Sets  will  L  TTlu*  *ta**'      Within  the  next 
out  the  Southern  California  area  with  thA   ^^  C°  hosPita^  through- 
educational  material  regarding  dilbetes   £jectlve  °f  Providing  basic 
an  In-Service  Hospital  Jacket  win  autL^   i/  ?*"  Patlent  is  admitt^ 
patient.   These  Packets  wil \e  ^  ^ Really  be  disbursed  to  the 
Packet  will  be  composed  of  L  erCffor  children  "^  Cat^°^'      «ne 

— s  hospitals  waiting  for^  lU£.^*Z£   ^^  . 
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APPENDIX  2 

DIABETES  EDUCATION  CENTERS,  PROGRAMS,  AND  SYSTEMS 
IN  THE  UNITED  STATES 
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Diabetes  Education  Centers  Pmoramc    a   c 

nters,  Programs,  and  Systems  in  the  United  States 

John  A.  Colwell,  M.D.,  Ph.D. 


Recent  estimates  suggest  that   ^^10rQ 
patients  in  the  United  Sute    T     ,-"7'°"  ten  milll°n  diabetic 
divided  between  the  2,000  profession,!    educatlon  and  care  were  equally 
would  be  responsible  for  aC 5  OoS  L^ T"  °f  the  "*>   each  «b« 
their  education  and  care    1  U  d    T^'    '  "  "*  aSSUmed  that 
practicing  physicians  in  the  United  till  "T™  5%   °f  Che  200'°°° 

for  about  1,000  patients.   Clearly  tkTrTL^   u""  be  ras>>°nsible 
m  diabetes  which  is  not  beingmet'bv  „       P"bUC  health  Proble"> 
physicians.  8     by  our  Present  population  of 

populaetioenho°f  dlab^tics^ bUn^^1^  ^^   °f  «*a  large 
Centers.   !„  W4,  f^  ^  ^-el opjjent  of  Diabetes  Education 

Centers  and  Systems,  chaired  by  Dr  T  Frank  w,  ?°'""teeJon  Dlabete. 
acquire  data  on  the  eeoeranM,.  o  Williams  undertook  to 

which  have  dealt  with  nxs'prob  eT^  ""•  and  Staffln*  *«  ""tors 
recognition  by  the  Committee  that  W^   T^  "aS  PromP^d  by  the 

inte  future™  ^™- ^  ££*£  s'uch  Liters 

defSedt  fSjoTcent^  ^C^ES-J?^  ^  "" 
center,  or  group  of  physicians)  where    1  ^  IJ'  "stitution,  health 
for  the  diabetic  patient  is  undertaken  HIT     l^   PI°g*am   °f  Nation 
consist  of  a  series  of  4-5  classes  for"d/w"    y'  th±S   pro8ram  wlll 
given  by  registered  nurses  and  dieticians  f?  ^  the"  *-*"-. 
comprehensive  medical  »v=m<  la.aleticians.  supplemented  by  a 

admitted  that  thl  samplTis  ^all  ^Tt  ^^      While  "  *»  freely 

for  those  conSideri„gPstaffi„7and  funding  V^center^1  i"^"0" 

amIToX™^::  r^t^r  tto  the  afmiatea  -  «* 

were   returned.  diabetic   education.      Forty-nine    (76%) 

respontnts"8  Zll^uTe  l?^^'™  *»  32    ^   *   the 
(7),    a  city  or  county  ho^pita!    «T  f  11^°   ^  ^   ^      "S10-1 
private  hospital    (15)        JtT.t        I'        U"lversity  Hospital    (6),    or  a 

serve  about^,  500  patients   per  y'eaT'l      ^    ^T  32  Cente^   coul* 
diabetics   in  the  United   States  '  ^  1/2°°  °f    the  kno™ 
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; 
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The  geographic  distribution  of  these  centers  is  shown  In  Figure 

Medical  funding,  she  has  an  active  program  in  diabetes  education. 

A  large  city  hospital  program  is  that  administered  by  Dr.  ^ck 
A  large  lil>  iiwoF     r  lareest  and  most  successful 

Davidson  in  Atlanta,  Georgia.   One  of  the  largest  ana 
programs   it  has  amassed  impressive  statistics  on  the  delivery  of 

inaigenL,  *  Miller  has  had  outstanding  success  in 

County  Hospital,  Dr.  Leona  ninet  a*  "hnt--1ine  "  24  hours 

in  a  large  city  hospital. 

Regional  Medical  Program. 

SSSlS  of  edition  L  attempted  by  follow-up  in  the  physxcxans 
offices. 

Support  tor  the  various  program, >  has  c«  ^ieJ"^^^ 

s^rs^a-re^;  ~.-^\rresss:ryr 

(4).   In  most  cases,  support  from  a  variety  of  sources 
third  party  payment  is,  in  general,  lacking. 

Some  estimates  on  staffing  and  costs  are  given  JnJCable  2 
Regional  centers  can  accommodate  a  J  ^ast  3,000^a  xen  s^  y^ 
a  staff  of  three  nurses,  two  dietitians,  .on*  se*"   ;ist)  .   Total  costs 
part-time  employees  (social  ^ker-  ^""^^r   The  other 
are  about  $110,000  yearly,  arxd  average  $37/pat lent/ye ar  ^ 

programs  are  scaled  ^  -cordingly  bu  th^aver ag-^  ^  of 
remains  between  $40  to  ^0  yearly .1  cQSts  do  not  appear 

in-patient  care  for  a  diabetic,  tnese     f       diminished 
excessive,  assuming  that  these  programs  result  in  diminished 

hospitalizations. 
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There  are  data  which  indicate  that  t-h^ 
significant  savings  to  the  patient   tt    Pro8rams  can 
(1)  demonstrated  that  her  D  ?  L°S  An§eles>  Dr. 

hospital  stay  from  5  6  to  l^™   resulted  in  a  decrease 

hospital  costs  ofo.  £   000  OoT  IT/'"   *"  d±abetics> 
of  $588  per  year.      ^^00,000,  and  an  annual  savings 


result  in 
Leona  Miller 
in  average 
a  savings  in 
per  patient 


educatioTwith  a^ronic'care  "£"£  *™yan  <2>  has  combined  diabetes 
health  clinics.   In  his  vroltZ     f     \         ?   "UrSe  clinl<=ians  in  public 
neighborhood  clinics  see  3  000  diab«y  """"  heaUh  "UrSes  ln  ai*teen 
year  analysis,  he  found  that  health"   """"«»  yearly"   In  a  f"e- 
$286,000  annually.   Hospital  out  ™r ,      t   C°StS  fel1  fr°m  $518>00°  to 
2,541  and  emergency  room  visits  frltT,  ™1JS  l&11   from  7-859  to 
for  diabetes  fell  by  49%  ketoacLol-    f -*4  y6arly-   Hospitalization 
peripheral  vascular'disease  by  681        Section  by  61%,  and 

proL^\eonlLCain°thrd°eSiri::rylnoef  iptrimayrbe8an  '"  ^^  °^  *** 
Dr.  Davidson  has  daily  clinics  manned  t^vW"^""-   In  Atla"a, 
nurse  clinician  will  care  for  15-20  H1»ho^  ^  y,  UrSeS*  where  a  sln«le 
South  Carolina,  a  single  V  A  dLh»f       "  °ally-   In  Charleston, 
medical  supervision  an dietary  hell >     ull"  *"*?**•   """ing  with 
requiring  diabetic  subjects  all  of  „h™  reSponslble  f°r  sixty  insulin- 
for  diabetes.   After  one  year  rM       "?"  ori8inally  hospitalized 
patients,  mean  f«"ngpU^'aS™«Uf8f,h?1  readmltted  only  four 
approach  to  ideal  weifhc  was  se^ ITn^L iTf^  '°   15°  mSZ'   ^   a" 
underweight  patients.  a  few  overweight  or 

From  this  small  survpv   M-.Qr,    r 
made:  UrV6y'  then'  a  few  tentative  conclusions  may  be 


1. 


Diabetes  Education  Centers  are  available. 


of  difbetlcs^  Tt  Tl^?^*^'**   apparent  needs  of  a  majority 
assistance  in  this  regard  lndlgent  P°Pul^ion  needs  the  most 


3. 


Expenses  are  justified  by  results  seen. 


4.   Funding  presently  is  from  a  var -.»!-«  ~* 
creation  of  such  important  sources  s    7  °f  SOurces'   ^  the  future, 
federal  programs  such  as  H.   A   win  S    •?*"?  PaymentS  a°d  new 
efforts  using  public  health  departments   v^A  u* X'   E*pansion  of  Present 
and  other  interested  sources  of  funding' is  tefeT  '    ""^  ^^ 


SililB 
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5   Education  Centers  can  serve  as  bases  for  the  development  of 
innovative 'programs  in  the  delivery  of  health  care  by  allied  health 
professionals  under  the  supervision  of  a  physician. 

a  ,dnr  nroblem  which  the  Commission  faces  is  the  creation  of  a 
plan  £S  wm^Tlow  for  the  impleme„tatioa  e, :  it, --o-«d.t«».  1- 
tWhtful  orderly  jJ^^J^Sj^LaSLS.'Sk 

r.*£^2'££^S,£3i-^.,S*S  of  «—l.  state,  a„d 
local  sources. 
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TABLE  1 


Region 


DIABETES  EDUCATION  CENTERS 
Coordinator 


Diabetes  Research  &  Education 

Hospital 
Joslin  Clinic 

N.C.  Diabetes  Education  Pgm. 
Cleveland  Clinic 

Diabetes  Education  Center 
The  Diabetes  Center 
Diabetes  Education  & 
Detection  Program' 

City  or  County  Hospital 

Diabetes  Day  Care  Center 

(Grady  Hosp.) 
Boston  City  Hospital 
Los  Angeles  County  Hosp. 
San  Bernardino  County  Hosp. 
City  of  Memphis  Hosp. 

University  Hospital 

Medical  University  of  S.C. 
Univ.  of  Va.  Hospital 
Univ.  of  Mo.  Diabetes 

Detection  &  Education  Ctr. 
Vanderbilt  Diabetes 

Education  Center 
Loma  Linda  Univ.  Diabetes  Ctr. 
Georgetown  Univ.  Hospital 


B.  Boshell,  M.D. 

R.  Bradley,  M.D. 
J.  Feldman,  M.D. 
P.  Schumacher, 

M.D. 
D.  Etzwiler,  M.D. 
M.  Rallison,  M.D. 


City 
Birmingham,  Ala. 

Boston,  Mass. 
Durham,  N.C. 
Cleveland,  Ohio 

Minneapolis,  Minn. 
Salt  Lake  City,  Utah 


L.  Haddock,  M.D.    San  Juan,  Puerto  Rico 


J.  Davidson,  M.D.   Atlanta,  Ga. 


R.  Knopp,  M.D. 
L.  Miller,  M.D. 
A.  Jones,  R.N. 
J.  Runyan,  M.D. 


J.  Colwell,  M.D. 

B.  Finn 

R.  Guthrie,  M.D. 


Boston,  Mass. 
Los  Angeles,  Calif. 
San  Bernardino,  Calif. 
Memphis,  Tenn. 


Charleston,  S.C. 
Charlottesville,  Va. 
Columbia,  Mo. 


A.  Graber,  M.D.    Nashville,  Tenn. 


E.  Rice,  R.N. 


Sherman  Oaks,  Calif, 
Washington,  D.  C. 


MS 


- 


! 


a 
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TABLE  1 


Private  Hospitals 

St.  Lukes  4  St. 

Alphonsus  Hospital 
City  of  Hope 
Grandview  Hosp. ,  Kettering 

Hospital,  etc. 
Chas.  Conway  Diabetes 

Teaching  School 
United  Hospital 

Indianapolis  Hospitals 

Children's  Mercy  Hospital 

St.  Francis  Hosp.  of  Lynwood 

St.  Patrick  Hospital 

Shadyside  Hospital 

Maine  Medical  Center 

Raading  Hospitals 

Northridge  Hospital 

Presbyterian  Hospital 

Waltha*  Hospital 

Presbyterian  Intercommunity 
lospital 


Coordinator 

W.  Dickey,  M.D. 

S.  Bradley,  R.N. 
E.  Russell,  R.N. 


City 

Boise,  Idaho 

City  of  Hope,  Calif 
Dayton,  Ohio 


Heffner,  M.D.    Fort  Lauderdale,  Fla. 


E.  Haunz,  M.D. 
J.  Shackey 
J.  Ginn,  M.D. 
C.  Provo,  R.N. 
J.  Johnson 
T.  Danowski,  M.D. 
G.  Carpenter,  R.N. 
R.  DeTurk 

R.  Alexander,  M.D. 

M.  McSweeney 

R.  Poucher,  M.D. 


Grand  Forks,  N.  Dak. 
Indianapolis,  Ind. 
Kansas  City,  Mo. 
Lynwood,  Mass. 
Missoula,  Mont. (Center) 
Pittsburgh,  Pa. 
Portland,  Maine 
Reading,  Pa. 
San  Fernando ,  Calif . 
San  Francisco,  Calif. 
Waltham,  Mass. 
Whittier,  Calif. 
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TABLE  2 


COSTS:   DIARF.TES  EDUCATTmjr^NTFRS 


Regional 

City  or 

County  Hospital 

University 
Hospital 

Private  Hospital 
or  Clinic 


Number 

of 
Pts/yr   N   D   s 

3000    3   2 


Costs   (X  $1000) 
Sal    S&Eq    Tot 


2000    3   1   1   .5    62     l2     84 


1000    2   1   .5   .25 


500    1   .5   .25  - 


42 


20 


8     50 


42 


50 


: 
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APPENDIX   3 

ROLE   OF  REGIONAL  MEDICAL  PROGRAMS   IN 
DIABETES   EDUCATION 
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MEMORANDUM  DEPARTMENT  OF  HEALTH,  EDUCATE  AND  WELFARE 

PUBLIC  HEALTH  SERVICE  WELpAR£ 

»    ■   Joyce  tort™.  Consultant  to  the     RES°™«— "^ 
National  Diabetes  Commission  DATE:  June  2-  19" 


FROM 


Acting  Chief,  Office  of  Systems  Management,  DRMP 
subject:   Diabetes  Activities  in  the  RMPs 


The  information  you  have  requested  is  attached. 


'oseph  J.  ott 


III  '  II 
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Name 


02  Kansas 

04  Albany 

06  North  Carolina 

08  Connecticut 

09  Missouri 
12  Oregon 


15 
18 
25 
28 
35 


41 

46 


50 
51 


Intermountain 

Tenn. /Mid-South 

Rochester 

Alabama 

South  Carolina 


Western  Pa. 
Georgia 


Central 

Memphis 


N.Y. 


52  Arkansas 

57  Mississippi 

60  North  Dakota 

65  Puerto  Rico 

67  South  Dakota 

68  Nebraska 


Proj.  No^ 

086 

059 

003 

043 

024 

043A 

039 

044 

031 

CD15 

018 

132 

061 

066 

117 

120 

012 

051 

084F 

072 

D010 

D015 

073 

118 

126 

034 

105 

004 

016 

015 


Project  Title 

Quality  Assurance  -  Ambulatory  Diabetic  Care 

Reqional  Diabetes  Mellitus  Health  Care 

Diabetic  Consultation  &  Education  Service 

Share  Your  Skills  Program  -  Diabetes 

Yale  Diabetic  Teaching  Consult 

Diabetes  in  Children 

Diabetic  Screening  &  Education 

Community  Education  -  Hypertension  &  Diabetes 

Diabetic  Education 

Diabetic  Education 

Diabetes  Mellitus 

Early  Detection  of  Diabetes 

Diabetes  Training 

Quality  Assurance  for  Diabetics 

Lower  Co.  Diabetic  Detection  &  Control 

Catawba  Hypertension  -  Diabetes 

Patients  with  Diabetes  Mellitus 

Educate  Hlth.  Professionals  of  Optimal 

Diabetic  Care 

Diabetes  Day-Care 

Out-Pt.  Diabetes  Education  &  Testing 

Diabetic  Education  of  Community 

Diabetic  Pt.  Care  Symposium 

Diabetic  Education  &  Pt.  Care 

Diabetes  -  Education  of  Professionals  &  Laymen 

Diabetes  Patient  Care  . 

Pt  &  Staff  Education  of  Selected  Chronic  Dis. 

Diabetes  Among  Indians  -  Ft.  Berthold 

Education  Program  -  Diabetes  Mellitus 

Diabetes  Education  Outreach 

Education  &  Detection  of  Diabetes 


138 


to 
o 
o 


a. 


to 
o 


0(2  ~" -~  J£  CM  r~  r- CO  ,«■  _ 


i-IOO 


a.  or 


o  ; 


VO  00  CTi  r—  00  *—  Tf  C\J  rv\         r-»  *—  _■ 

r^  vo  co  «s- £:  J- 5  to  S3       S£S 


CM 


CO 

o 


o 
co 


O       oo  r- cri  co  «a- cm  .— cm  co 

-J.  f-COr-COOlOOlON 


vo 


"t*Mi- 


co 
a. 


o 
o 


tf>  Tt  «■  N  ro  CO  CO  CO  o 

O  h.UlCMr-p. 


O_lor 

i-.  «t  o 
>  z  o 
ceo 

LU  •-«  CD 
CO  r—  Z 

to  z  o 


to      z 

O         C_> 


or       to 

x       «c 

LU  LU 

—  CD  to  or 

oz<m 

to  «_>  co  or 


CM  CM  CO 
00  LO  f>» 
CM  «S"  O 

0>  CM 

I—  «• 


to  co  to 

oo  en 

CM  LO 


Or- 

LU  O 

O.  h- 

to 


•—  •—  CO 


0£.oo       r^ 
o  tn  o  o      cjt 

CO  to  00  CM         00 


CO 

00 

o 


to  00  to 


cm  cm  f—  to  a>  o 

— -  V        o 


00  VO  VO  CM 
tO  O*  CM  Cft 

~-  CM  CO 


00  VO  VO  I— 


5S!  J£  <£  tf>—-  CM  CM  OLO  CM 
COLOLOcOOOOr-S-CNlS 

fS  52  iS  °*  ^  °* •— o  ^co 
cocmco       ^-r^SStoo 

«       «k        A 

00  CO  CM 


•—  VO  CO  CM         LO  r— 


CO 

«c 

LU  LU 
CO  CO 

LU  O 
CO 


_: 


z  >- 
•a:  lu  cd 


— I  <_> »~ 

I  LU  <f 

UIO.U 

—  Q  or  co  o  co  lu 

orulH-^Lu^iLu^rS 

>ra:LULu,a:i-~=>2;£ft3' 


s 


o 

CD  CO  X 
O  LU  LU 

or  >-. — - 
o-  or 
<a:  co 

<c  z:  z 

O  5  LU 
HU)2 
Q  o 
LU  or  Q. 

2:02: 

(-  o 
_J  O.  O 

z  or  _i 
o  <_>  et 

•iioz 

CD  LU  O 
LU  Q  •— 1 

or       f- 

«t 
or 

LU 

o. 
o 


or  or 
o  o 
(-  cd 

— .   LU 

•"-«  r- 

or  <t 
o  o 

CO 

LU  LU 
Q  CO 

<c 

LU 
CO 

►— tl 

o 


a*  I—  *~  —•       o 


^oimsoNO„5g"| 


CO 
CO 

LU 
CJ 

o 
or 

D. 

LU 

Or 
<t 
_> 


ChVOCO         !■>.  CO  r-  CO  to  o> 
CM  CO 


LU 

or 

<t 

cr> 


<C  CO  K£ 

<KI-Z> 

ItU  Z  ■-.  LU  LU 

VU1_II_| 

ST  1-.  LU  LU 

r—  co  or  or 

<: «  o. 

or  lu  3;  s:  (_ 

<—  or  lu  o  o 

to  1—  or  o  z 


o 

CO  LU 


I- 

o 


to  J        _j 

=2  «i»— -z 

z      >-  o 

■BLlh 
08       ►-.  cot- 

,„a:uioz 

CO  LU  LU  LU  «£ 

zao.iL> 

3,nI.(/)<  COOLU 

cd       1—  1—1  o^^or 

•3  Z  O  CO  <_)  Z  O.LU 

COCO  —  f-iocOLUp 

ZZeCOo.  ZOZZ 


LU  CD 

z  - 
to  Z  X 

-  O  LU 

—  CO 

or  re 

LU  I— 

or  o.  _j 


§f 


•-<  o 

or  <c 


JSiGJi!Cr5U,JU3Cr,CM'3-VOCO 

tocoojr^rv.^cnooLoc^r^ 

^■-OOr-VOCOCMCOCHoio 


VO  CM 


CO  *S"  CM  —-  .—  LOCMCM 
■"3- 


CO 

o. 


o 
v_> 


cnovororvLocorj-vocovo 

j-co  —  ^-oorocM^crvroS 

to 


CM 

o        S 
cm       or  « 

f^.  cX  VO    OO 

Cf>        2  CD  r-- 
•—        «C  LO  o 

CO   CM 

r*»        >-  t—  T 
or  z 

—I  <C  LU 

•-.      s  z 

o:      s:o 

o-       Da  a 

<c      co  s:  or 

o  3 

—102 

Z  Lc 
O  O  _J 

p  .? 

<c  o  o 


>- 
(_> 

>■  X  i 
O  I—  I 


o 


or 
o 


or 

co 

lu  or 
o  o 

CO 


o       a. 

O  CO 

rn  t—  o 
— 1  to  co  re  _j  lu 
o  co  z       5:  S 

CO  _J  ID  •— 1  CO  (—  CD 

<Qli.o_jC- 
-jULULLltf 

«c  rn       <:       lu  <_> 
"  _  or       or  re  ►=. 

•-<  =>  LU  =»  LU  _j 

Q  •-"  re  •-.  zc  _j  3 
i30DO>a 


:  o      o 

O  LU 

>CO— sQ. 

t_>  CO 

O  LU ■ 

or  a. 

O-  CO  LU 


H-  or  <— 
_1u.11— 
•a:  _:  _j 
lu  j-  => 
=  0  2: 


<—  00  r-»  rv.  00  O 
•—  ro       co       o 


i£  !>  2  ^  **■  cm 

fO  CM  O  CT>  00  "3" 

otchoivoo 

Is*  f*»  r—  CO  CM  CO 

cm  co  vo  1—  00  r^ 
o-  00  o  «3-  CM  o 

^J"  LO  CO  tO  fO  CM 


CO  CO  1 —  CO  VO  VO 

LO  »3-  LO  00  VO  CT) 

CM  ^-  LO 


I— 

o 

IO  LU  *" 

or  lu  or 

< 

tO  Q  Z  ° 

CO  O  LU 

LU  >-      i-;>u. 

O  _1  h-  -.  Z 

oor       <w< 
cf  «a:  h-  ^  z  >• 

O-  LU  Z  •— 1  LU  LU 


Z_  m  LJ  LU 

lu  1—  co  or  or 
w<<a 
or  lu  re  s  k- 
<->  or  lu  o  o 
to  1—  or  <_>  z 


to  o  o«a-  o 
— -  **-  *s-       o 


f-»  cm  o  CO  CM 

f^^LON^ 

co  o  «*■  — -  o 

VO  1 —  LO  O  CO 

r^  cm  »*•  co  rv 

coivoiloo 

*         •»         A         A         «i 

tO  VO  VO  r—  CM 

f—  r—  4- 


CM  OS  CM  CO  CO 

CH  CO  «3-  CM  CT> 
CM  CM  LO 


LU  O 

CO  LU 
oO  I— 


lu       <: 
lu  _:  h-  _i  z 

o.  or  <:  «g:  o 

O  O  CO  Z  1— 1 
2         O  CD 

I—  Z  •-.  LU 

lu  o  cd  or 
z  z  lu  or 

*»»      or  lu 

CD  CD  CO  I— 
LU  LU  _>  Z 

or  or  co  .-I 


— '— •  CM  CM  — •  g 


cococooo«»-o«a-cM  evi 

LO  00  LO  *»■  VO  o\  CM   CM    ^ 

tor-.i— ior>»LOP0to  co 

LOOCOr-CMCMCMr-    t*. 
— •  ~ 'CMCOCnCMLOCM    o 


00  r««  1—  00  tr>  ^r  — - 


CM 


J^^^SJ^^^to  to 
cooor-co.-r-.cM        o? 

— ■—  — -  Lf, 


5 

o 


c_> 


-rA                    <t 

LU          <          CO 

O-          O.  CM  LU 

_!  _  to       ^cj 

= >  a:  or  _J  r- .  _, 

O  r-  LU  c_>         >  _j 

— '— !o.zcoorcuco 

X         1-1-     lu  >  y— 

•-,__:      z  co  lu  «j: 

_  _.  tD  «a:  _ 1  or       at- 

>- 

^  Z  O  LU  (—  X           CO 

1 — 

O  •-          O.          (-  08   ^i 

*—« 

Or-  2         <M_J          _? 

^» 

to  lu  lu  ^<t  a:  _, 

1  • 

— !•— izor— -lucjo 

(— 

S  *<       ■«       x  or  0 

0 

or  cu  cd  00       «x 

«: 

llJ       -         mo_< 

zzzi-sa-wr: 

>- 

^a_<oo_< 

cc 

Or-haouaa 

BIKS 


:; 


I 


' 


>« 


11:. 

tlHdiiinJ 

Ol 


O-l 


139 


•■•'•;•' 


VO 

o 
o 


>«  p- 


co  o 

r-  o 


^  co  co  r—       io<»ii-«-< 


co 
o 

UJ     I 

to  o_ 

<r 

o_  ex 


•-<  p- 
q  z 

z  O 

eg 

CX  <t 


O  Cn 
O  VO 
CO  00 


en 
vo 
co 


or--  KiootvjN 

co  vo  p*.  r*^  O  o>  5[ 

id  *j-  cm  *r  to  vo  O 

«,    •  »«••«• 

,—  «}-  r—  P-.  co  cm  co 

CO  CO  fOi-lOOlN 

co  »—  v©  id       no 

*"  -"-"       5* 


m 
o 


co 


ex: 


UJ  UJ 

O  -J  ex 

•—<£  o 

>  z  <_> 

a:  o    _ 

UJ  i— i  o 

coi—  z 

CJCO  X 
O  UJ  UJ 
ex  •-■— ' 

D-  QC 

siiz 

OSUJ 

l-H    CO    Z 

o      o 

UJKfL 
SO  3£ 

p-  O 

jao 

ZKJ 

o  o  «a: 
i— .  oo  z 

to  uj  o 
uj  o  •— < 

CX 

UJ 

O- 

o 


CO 

O-  >- 

o  <t 
o  o 


o 

CX 

ex  o 
o 

p-  o 

Q_  •— ' 

ec 
o  (— 

co  lu 


o 

SI       , 

o  z  t 

z  k  : 

i-i  =3  ■ 

CO  Z 

z      -i  «*:      ' 

<x<>-'      ■ 

^  — .^-i  z  <  a:  i 

O  CX  Z  UJ  O  UJ 
CO  e£  CO  O  O  O 


U.  e£        O  i—  ■— 

o  t—      •— 

o 
a* t— 


cn  CO 

ID  VO  r—  r*.  VO 

CO  ID 

cm  c\j       «r  en 

*r  id 

-i 

< 

CO 

_i      tr 

O- 

:=> 
o 
ex 

2      g 

o 

e> 

ac      >- 

t— 

0£ 

o      t- 

UJ 

O 

°      n 

o 

O 

Q.          O 

CX 

p- 

a. 

CO 

r- 
_J        ex  z 

>-  <c 

«t  ex  uj  <C 

i 

|—  UJ          KOZ? 

£  ex  oo  =>  o  z  tu 

«£ 

O  <C  £  CX  O-  ~  jJ 

UJ 

a:  _i 

UJ  =C 

rfKocoo: 

Suiuica 

D_ 

zao 

OO 

z  o 

whHOO 

^  ex:  s: 

ex 

UJ 

x 

r- 

Ol 

X 

ro  vo  «J-  CO        f~»  O  r-  ro  CO  cmcm 

cm  O  00  on         "00«N  <£«J 
^.    .-•»»• 

VCNJCON'-  COCM 

co  r--  ^-  ro  uD  co^- 
«r  «a-  id  ro  f-»  •—  "0" 


CO  Cy>  O  CO  CT>  r-O"! 
CM.—  r-  «-        <") 


>- 

l£>  ID  CM  CO 

ex 

<x 

•—  Cvj  •—  CO 

a 

r~-  r~  ^r  cni 

■ZL 

coo>-io 

o 

»      *     * 

(_> 

UJ 

oo 

1 

co 

o 

o 

£ 

i—  «•  •—  ID 

t— 

CM  r-  CM 

I—       <c  ex:  cc 

UJ         UJZ<<U> 

<_>  o  o  uj  o  o  ce 

m  Z  •—  H-  <1  } 

>Ot-  z  3:  -J  ot 

5j  -"  <:  $  -j  h-  uj  : 

UJ  O-  UJ  Q-  ►— • 

uzcn-      oz. 
txaujozz; 

UJ  Ul  O  I  I  •""-' 


CO 

•X. 

o 


I       o- 


it  O 
:o  z 


LOI 


CM  <£>  O 

oo  o 


a: 

—>  i— 
o  z 

Z   =3 

oc:  <: 
o 


lOCOCOOOr^CO^M 
COCOCOOOCOCTl^' 
iDCOOt—  IDCOIDO 

rj-Cr><*C0CMv£)t-»co 

IflOr-fflNONN 
CO   CO  CM  r-  NNO 

r  »       « 

co  «a- 


s:  oe 


•eJ-COlDr—  CMCTlCMVO 

rt-  co  en 

LD  ID 


CM 

o       o 

<m        o^        _T 

p^       <  ion 

Cy,  3   CTl> 

,—        e£  ino 

•  OO  CM 

l-~      >-  t—  ■<*• 


ID  r-  CMi—  -—  O 
CT>  O 


cy>  C7*  CM  CO  <*■  CM 
O  ID  CM  CJ*>  ID  "S- 
VD  i—  ID  ■—  ID  O 
v£>  «*■  CO  ID  CO  CO 
CM  CO  LD  r—  CO  rj;. 
O  «*  VO  ID  CO  O 


(Or-r-MDlO 
CO  i —  CO  C7> 

ID  LD 


CO  CO  t—  O  VO  CM  O 


•sr  id  co 

CO  CM  <J3 
CO  CM  ID 

VO  CO  CO 
co  vo  O 

CM  O  VO 


I— 
o 


o  z 
z  a: 

CO 


>iflO<t 

_l  CM  i—  ■— 


5 


or 
a. 


21  °  ^ 

ZD  O.  O 

ooEo: 
o< 


et  O  O 


_  «£ 
cc  K  i-i         —1 
O  CO  H-  CO         UJ 

^mwz<o:b: 
o  ex:  z  uj  o  uj 

_o.iz.  d.d:<i-o 
co  <t  co  o  o  o  z 


ex:  i- 

UJ 

o 

UJ 

o 

ID  CO  h- 

r-\0  <C  Z 

CM  5 

ex;       >-  s» 
uj       z  UJ 
>       <  _i 
ex:  o  vij 

o       z  o  ex: 

_J  Q  UJ  CO 

IOOOO 

o<:3  o  z 


CT»  I —  cn  CM 

O  O  ^J"  <*■ 
vo  co  cn  o 

uo  co  cn  co 
co  co  co  c~ 

,—  VO  CM  O 


o  oo  cn  vo 

vo  cm  co  cn 

^-  ID 


CO  «*  ^"  00 

cn  co  cn  oo 
p-  oo  co  vo 
•.  -  *■  * 
cn  •—  c~  co 
ID  i —  cm  r-» 
VO  CO  «s-  «s- 


^- 
o 


ID  CO  CM  CM 

Of-N 


ae 

•a: 
o 


o 


co 


UJ 


z 
o 

p- 
•a: 
_i 
cu 
ex 

x 


UJ 

o 

CO 

•a: 

>- 
z 


«■  en  cm  co  cno 

»—         r-  MO 


IOf-4-OI/l  COCM 
CO  «3"  O  CM  «3"  r— 2; 
r—  00  VO  r—  CO  COO 

i 00  CO  CO  ID  VOCM 

O  CM  CM  ID  CO  COCM 
CO  VO  <—  C»  VO  •—  O 


p^  CM  CM  00  «3"  OLO 

cm  cm  cn   oo  cMcn 

CM  CO 


o 


i_   <c  ex:  ex: 

uj  co  z  "=£  «t  lc 
ucjoiuooce 
>— i  ^  •— i  t—  <a:  co 

>Op-zJ-JOI- 

c£  _l  <_3  ■— >  (—  <t  ™ 


a:  >-  ex:  _i  o 


m 

<: 
o 


_i       §  ex  ex  O 

UJ         UJ  co  UJ  eg  UJ 

a  o  p-  3:  3:  s:  z 

UlLUOhOO 

o  >•  z  o  <->  z 


to  o  ex  _ 

UJ  Q.  UJO-i-i 

.  Q  3Z  X  CO  WW 

ozcel—        OZ— ipe 
exuj=5_jvcixuj>-.uj 

Sr-OCS     it-  <=95 
SXCXUJOZZQH- 

Suiaii1-"-1*0 


140 


to 

o 


co   i 

3u 
co 

o 

LU  I 
eg  o. 
•sau- 
ce cc 


CM 


oo 

o 


Oh 

o 


CC 


s* 


CL 

s: 
o 
o 


co  co 


O  r^  ,—  in 

lf>  cm  i^  co 

r**  l*»  f»»  CO 

CO  IClflr- 

C>  CM  Lf>  CM 


oo      m  cm  o  co  en 


IT) 
CO 


CO  i—  CM 
«»■  CM 


CO 
CO 
CM 

CM 
CM 


mmio 


S£!E!£:£r",lf>*»-r--'-coif)o 

u,.m.M.lo.'-.N.'n.*  «  «  »  »  § 
2  2  £  &  )£  I?  fM  C0*C©  CM  CoVcO 


«»■  >—  CM 


**>  CM  CM  CM 


sizsss^E'-ssa^ 


>—  >—  cm       r* 


f»  00  f>>.  o 

IOOIO  _ 

■»'»  Kf  CM 

*     *     »  * 

10  CD  CM  r— 

CO  CD  O  O 

MMN         CM 

CM 
CO 


O 

«o 


>- 

z 
o 
(_) 

LU 
CO 


CO 

or  i- 
o  z 


o_icc 
»-.ca:o 

>Z  O 

oro 

LUw(3 
OOh-z 

£2§ 

to  cox 

ouiu 
cc>-i  — 

Q.OC 

fco 
z- 

OOLU 

«wz 

Q        O 

UJQ£  Q. 

zps 

I—  o 

-IQ.U 

«a:>-i 

ZK.I 

oo  ca: 

•-■  CO  Z 
CO  LU  O 

UJD« 
CC        (_ 

«r 
cc 

LU 
CL 
O 


CO  _J 
CC  Z» 
LU  CO 

h-  Z 
ZO 

:  lu  <_> 
o 


Q-3E:, 

►-.  LU  CO 
CC  _j  CO 

<_)  LU 


CO 

y- 

o  <_> 

LU 

-3 
O 

cc 


o  o 
=5  cc 
Q  a.  co 
cu        £ 

z  lu 
z  o  i- 

H-  LU  CO  CO 
—!»—>-—. 
X  CO  CO 

«C  Z  <C  _J 

LU  •-<  I—  <£ 

<£  (J  Q  Q 


ss 

cc 
o  o 

u.  ■— 

z  z 

HI    O 

OH 
CO  t— 
CO  C_> 


o 

<c 

oz 
cc  <r  co 
a.  z  lu 

ar  t—  cc 

4  CO  LU 
LU  O  CO 
t—  C_> 


co 

LU  > 
O  OS 
CC  LU 
=3  CO 
O  i 
CO  CO 


CO  CC  < 

LU  CC 

OU(- 

<— I  o 

>OK 
CC  LU  LU 


CC  I 

o 


{2 

1—1 
Ol 

o  =>: 

o  -x. 

LU  CO  ( 

a  i 
o  cc  • 

<-i  o 
"  o 

LU 
CC 


o 


LU  LU  CO 


:-J«r 


1  xz  z 
(—(—►-, 

-jJO 

in 


I—  CO  eO  LU 


CO  CO  Z 


iS 
;  cc 

.  Oi 


CO 

o_ 

.cc 
:  o 


.35 

2u 

X  <  s- 

oc§_; 


CC  CO 

CC  LU         e£  o  O 

LU  h-,  CO  Z  5 

Lu  CC  LU  CD  <  Lu 
LU  (—  »-,  Z  ^ 
awhMOQK 
—"  LU  iC   Z  CC  LU 

<:  lu«5  SEP  xpt 

Q.  CC  CO  CO  CO  h-  o 


co 
o 


LU< 

en  i—  co 

O  h- 

O 

4*h- 

r—  CM  CO 

cc 

r-CMN 

•— 1 1— 

mcvjis 

o  z 

*      *•      * 

z  O 

r^  cm  co 

~s 

i—  CM  i— 
«■  CO  CO 

cc  «t 

•»           «« 

IO'—  Cn'~LO    r-  O-  CO  «3-  ,—  »9-  CO 

CM 


O 


co 

k 

o 


£ 


CM  ^-  ^-  CO 


co  _j 

cc  => 

LU  CO 


OOCOOCOVOLDlOlf) 

olOOinoionit 
•—  cm  i —  Ocyvr-.^if) 

coLOCMincococMco 

i£  —  l-x  —  CO  LO  ri! 

*  •—  f—  CM  CO  LO  h- 


S^rS*01*     o  o  lo 

^«  ^  ^  —  co  lo       c*£e£ 


CM         CO 


CM 


—     —     ••••*•.      * 

"fiOMnr-Noi 

tf>  CM  »*  Cx  CM  «*  CM 

'S-  •—  «a-  co  co  io  f— 


i—  co  r* 

»—  CM  CO 
i—  CO 


•—  CM  CM 

co  co  «■ 

>—  If)  o 

*  *•  » 
c*.  o>  co 
oo  «■  r>. 

NICO 


*MS^    °S^^-2- 


>—  CO  CD  CO  CO 

f—r—  r—  CM 
If) 


CM 

o        S 

CM  CC 

r*.       <x  co  co 

en      3cfts 

•—       <mo 

^*  CO  CM 

f*»  >-  I—  ^S- 

cc  z 

— I  <  LU 

•""•  s  Z 

CC  SO 

CL,  O  Cu  O 

<£.  co  S  cc 

o  «c 
2.    <c 


cc 

CL, 

I 

CO 

cc  h- 
oz 

h-  LU 
CL  2 
i— »  LU 
CC  _| 
<_>  LU 
CO 
LU  . 
O  O 
LU, 

C£ 
Q-l 


LU  O 
LU  U 

LU 

—  <->  o 

=>  =5  cc 
O  Q  O.  CO 

cc  lu      z: 
s  a:  c_>  u. 

•— '  I—  LU  CO  CO 
_l  I—  >-  h^ 

co  3:       co  co 

co  •.  >. 
, , ««  z  <t  _l 

iCJ  LU  »-.  u-  ej 
CJ  CC  _j  <  P 
«t  «t  O  O  Q 


l-S(_) 
S  O  >-i 
S  <_>  (— 
cc       o 

pu«t 

Lu  _  CC 

z  z  o. 

•-.  o 

cc  >. 
YX  *~  -J 

3UZ 
CC  _J< 
O  LU  Lu 


CO 

_  LU  >. 

X  UK 

O  CC  LU 

S  _  =5  LO 

S  Z  O 

CC  <  CO  CO  CO 

Cu  Z  LU  LU  Z 

<  LL  m  UJ  CC 

^       >  <->  o  t- 

<i/)iu>qo: 
lu  o  co  cc  lu  lu 

K-CJ    LU    S 
(—  CO  oo  LU 

^  3T  Z        | 

^-K  i-i  com  z 
=J-J  o«t  —,  o 

X  Z  --a  _,  _,  z 


u 

CO  => 

^c  o 

Z  LU 

act 

LU  CO  (_) 

X    •_ 

(-  o  _i 
o  o  co 

„OD 

cc  _i  a. 
LU  co 

O  z  o 

z  3  u. 

soo. 


oo. 
o  o 

«I 

^_l 
CO  o 
O  Lu 

a:  ^ 
o  _J 

LU  CC  CO 
PC  CC  LU 

LU  <->  CO 
O  Lu  CC  LU 
UJUIHm 
S  CC  CO  u. 
.-.  LU 
I—  )—  O  LU 

<c  «a:  lu  «c 

CL  O.  CC  CO 


O 


z  cc 
I-  < 
—I  (-> 

«c 

LU  _J 

X  <>. 
«  =•- 

i°^ 

«r  o  o 

z 

»— i  o  o  cc 

iC  Z  CC  LU 
CO  CO  I—  o 


co 

C-> 


a- 


OO  _l 

t-  •  i—        i-t 

«t  O  O  »-i 


,i:t',: 

• 


: 


■ 


141 


C9I 


co 

o 
I 


ec 
lu 

CQ 


,—  CM  COCO 

CO  1— 


<riON      •— ' 


co 
co 


to 


o 
ce 


•— <s  o 

LU  I— •  O 
COf-Z 

V)Z  o 

i'l 

CD  CO  x 

OU1UJ 

°-  ?£  - 

rf  CO 

«i2  z 

U3UJ 
wUIZ 

o      o 

-sos 
•-  P. 

_JO-  O 

=  oe  _j 

ou<t 

O  LU  O 


CO 

o. 
o 
o 

DC 

a. 
»-  >- 

UJ  I— 

CJ 

a:  =» 

<c 

>-ce 

-10, 

Z  uj 

°fc 

►-•  •* 
CO  o 
CO 


o 
oc 
a. 


o 


CO 

o 


CO 

ee 

o 
»— 
o 
o 
a 


CO 

ee 


«£ 
z 

0>". 
ce      >-ce 

LU  <£  LU 

Z  LU  O  O 
O  CO  O  ?C 

iice  =»o 

i—  o 

i—      o  o 

oo    ..2 

<uu< 
2  eeec  #_ 

H-  •— Z 

>_•  lu  co  h-  ■-; 

CO  CO  •-  o  CO 

ce  z  o<« 
olo  cu  Z  o 
zlz  o£  a-  z 


o 

d£ 

LU 

a. 
o 


"  5 

z  x     £ 

•*  o      H- 

Miuzy 

►-.         i— i  o 
Z  >-OLU 
Z  UJ  I  «->•-■  CO 

i_  oo  zz^ 

ji-.ujLgl>- 

■^^  0£  UJI— 

Z  LU  LU  \r-  CO 

?:<z    zlu 

J-.  lu  o  -J  ;- ce 

UJ  •-  LUQ  UJ 

i.ZO  OK|  Z 

o  olu  uju  p  t 


_ik=> 

UI 

00 

za: 

Z  LU 

oo. 

CO 

O 

CO         «£ 

O         O 

ce 

LU 

aza 

LU 
Cu 

z 

«t  LUCO 
Z=>3E 

«t 

LUCSLU  LU 

ce 

_J 

«E          OOf* 

LU 

3 

UJ  LU  —  O   UJ 

x 

CD 

ce  u_  _j  co  z 

P-ls: 

hmQUJH- 

o 

K  u 1  a.  ce  c? 

I 

UJ 

o 


UJ 


Sffl  r-CVIr- 


D. 

a. 


^*j-coeMCMr-«M<oes»eu 


lO  CO  CM  f—  f  >—  •""  ** 


o 

c/> 

ce 

LU 

uj  a. 

a. 


esj 
o      o 

r«»         <C  VO  JO 
<T>         3  01N 

Jl.       <c  in  o 

COPJ 

^      zz* 

d    ££ 

a:      so  _ 

-  B|S 

«u.5 
§°«! 


LU 
>-X 

go 

C9  LU 


CJ  «t 


«c  — ■ 

LU  Z 

a       luo 

i_i       ce  lu 

j_       ^       o-^ 

J2     o     -.fc 

z  z  «*  ^ 

C-n-ce  luce 
ct  z  co  o  s  UJ 

Z  LU  CO  CJ  z 
H- «C  O  — '  Z 

z  ocoo 

►-•  •"*  *"*  —  5  t< 

•  _  LU  LU  I—  -"--J 

:  h-  t—  •—  — '  °r  S 

•  LU  LU  LU  «I  CO  Z 
i  «.-.  1-1  LU  OZ 

1  oo  o  z  z»- 


•X. 

I—  Z   LU 

co«i  o 

co  ce  «t 
co  <C  ^ 

<  ce  Z 

CO  CJ 
z  Z  <—  UJ 


ce  ce  O  O 
«a;  ■£  ce  ce 
ce  ce  o  O 
co  CO  CJ  o 

tr: »  lu  lu 

_i_j  ce  ce 


oce 
oo 

zee 

z  o 

O  CO 

LU  <t 


*t.  *x.  <  « 

S  CJ  oo 

I— I  •— •  ,— •  *~ • 

o  o  o  o 

LU  LU  LU  LU 


So 

i— » «-^ 
o  o 

UJ  LU 


co 

i—  z 
C9<C 

JO 

y~  O  •"-• 
«t  zz 

I-  CJ  o 
CO  LU  LU 
•-(-»- 
CO 
1_  1/1  LU  UJ 

CO  <tz  z 

tfl  CO  O  CJ 

0  d  »—  ^ 
J  JO  o 
O        UJ  UJ 

zos  e: 

x  y  ~. «- 

<j  >— ■  ce  ce 

UJU.<< 


CO 

— 
CO 
CO 

CO 

1—  >■ 
o.  a. 

ceS 

LU  LU 

z  z 


O  O  CO 
CJ 


— c    1— i    I— <   >- 


O  t—  — I  — ' 

i-ceoo 

3-  LUO  ^ 

CJ  OZ  z 


o.  a. 

o  o  <t 
o  o  z 
o  o  o- 


zco 

(—  CO 
CO  CO 

•-•  tf 

CO 

CO  UJ 

to       < 

o.  o.  o 
j  ce  ce  co 

\  I ■  I  LU  LO 

.  z  z  <t 
^^z 

_J_J<t 

«I  <c  —• 
Ut^  o 

1-4    I— *    *"^ 

CO  CO  CO 

>-  >-  >r 


>-  o 

S3 

xo 


ce 

o 


O.  O.  D-  O- 


CO  z  o 

o>->  t— 

IIS 

uj  z  o  ce 

O  <_}  LU  UJ 

.-i  LU  t—  Z 

z  >•  ►-,  z 

<OCBO 

Sooh 

o  -1  ->  h- 

—.  oo  ^ 

>2  O  Q  O 
ggSce 


o  CO 

So 

i— .  CO  CO 

co      <f  < 
o  z 

_,eeeeuj 

O  LU  LU  Z 


_  ^e 
t-  zee  -j 

o-z5z 

z  -i-jr* 

L)«H 
CU  i— i  t— i  «C 

lu  o  o  o 
a.  ooo 

(/)W(/)> 


1A2 


piABETESPRarerre 


Aim  of  Project 


Funding  Source 


ALABAMA 

Sis  ss«„,r;„K«K„i,»i-s- . 

University  of  Alabama   '  ' 

School  of  Optometry 

Birmingham,  Alabama 

Upgrade  knowledge  and  clinical  cHiie  * 

Other  funds  *  17,684 

*  of  Total  Alabama  RMP  Budget        ~°r 
ALBANY 

Albany  Medical  College  '  ' 
Albany,  New  York 

Local  Funds  *  52,747 

%  of  Total  Albany  RMP  Budget       34^6f 
CFu,ds  rep.ues.ed  to  continS'proJect  to^/76.) 


Aim  of  Project 


Project  #118:  Diah^i-^   tm 

Project  Director:  Biia;  farch   "  °f  Prcfessi°"al  «nd  Laynen 

^ntw^  JHate  of  ^"can 

Diabetes  Association 
Little  Rock,  Arkansas 

centers  for  the  entire  State  0C?Vf  eetlUlg  ^  referral 
dard  of  treatment  °f  Arkansas;  improve  stan- 

other(1FSds  ^^  $  ^ 

rvnf  Tf al  Arkansas  RMP  Budget       "L 

^abetes^soc^f^^^f  ££*■«*  the  American 


Aim  of  Project: 
Funding  Source: 


<■ 


!I1|IIIK>M 
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Project  #126:  Diabetic  Patient  Care 
Project  Director:  Jayanna  McCulloch 


Aim  of  Project: 


Funding  Source: 


St.  Vincent's  Infirmary 
Little  Rock,  Arkansas  -.,.*■ 

Increase  quality  of  care  delivered  to  the  diabetic 
and  his  family  through  a  team  approach  delivery  tech- 
nique for  both  in-patient  and  follow-up  out-patient 

RMP  (1  year,  1/74-6/75)         $  46,979 
Other  funds  "°~ 

%   of  Total  Arkansas  RMP  Budget      .016 


CENTRAL  NEW  YORK  -  South;  Tioga,  Bradford,  Susquehanna  Counties 

Project  #072:  Out -Patient  Diabetes  Education  §  Testing 

Project  Director:  Ralph  H.  Mayer 

Robert  Packer  Hospital 

Sayre,  Pennsylvania 

Detect  and  treat  unknown  diabetics  in  three  county 

rural  area;  provide  patient  and  family  education 

workshops  geared  to  specific  types  of  diabetics; 

serve  as  a  model  for  rural  areas. 

RMP  (1  year,  1/74-6/75)         $  14,000 

Other  funds  .      "°~ 

%   of  Total  Central  N.Y.  RMP  Budget    .9 


Aim  of  Project: 


Funding  Source: 


CONNECTICUT 

Project  #024:  Yale  Diabetes  Teaching  Consultation  Program 
Project  Director:  Philip  Felig 

Yale  University 

New  Haven.  Connecticut 

Patient  education  program  at  Yale  -  New  Haven  Hosp. 

and  provide  consultation  to  four  community  Hospitals 

mprove  diabetic  services  based  on  a  Yale  pilot  study. 


Aim  of  Project: 
Funding  Source: 


RMP  (First  year  1/70-12/70) 

Other  funds 

%   of  Total  Conn.  RMP  Budget 

RMP  (Second  year  1/71-12/71) 

Other  Funds 

%   of  Total  Conn.  RMP  Budget 

RMP  (Third  year  1/72-12/73) 

Other  Funds 

%   of  Total  Conn.  RMP  Budget 


$  32,800 
-0- 
1.6 

$  36,000 
-0- 
2.3 

$  61,108 
-0- 
1.5 
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GEORGIA 


Aim  of  Project: 
Funding  Source: 


Develop  Center  designed  to  provide  optimal  carP 

ffd  x^l/^il/^'  Grady  HT^o6 

Other  Funds  qI'JS; 

%  of  Total  Georgia  RMP  Budget       [S 

*3S  Sorf^^  *  Optical  Diabetes  Care 

Emory  School  of  Medicine 
Atlanta,  Georgia 

in  treatment  of  the  disease  pr°feSSlonals  Evolved 
RMP  CI  yr.  9/71-12/72)  $  37  ,fil 

Other  Funds  *  3/, 381 

I  of  Total  Georgia  RMP  Budget         6 

Project  #084F:  Diabetes  Day-Care  Program 
Project  Director:  Jack  Blalack,  M.D. 

The  Medical  Center 

Columbus,  Georgia 

SroV^la?oTSt?cT10P  -  -^optimal 

^er^ds1774-6^  »».« 

%  of  Total  Ga.  RMP  Budget  .2 


Aim  of  Project: 
Funding  Source: 


Aim  of  Project: 


Funding  Source: 


INTERMOUNTAIN 


Project  #031:  Diabetic  Education 
Project  Director:  Dana  Clarke 


Aim  of  Project: 


,  M.D. 
Intermountain  RMP 
University  of  Utah 
Salt  Lake  City,  Utah 

3££  eCaurcea^nPr°Vide  ******  ^>  ^A- 


fflg 

! 
i 


i 

: 


>« 
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INTERMOUNTAIN  Project  #031  -  (Continued) 


Funding  Source: 


RMP  (First  year  4/71-3/72)       $116  465 
Other  Funds         .  " 

%   of  Total  Intermountam  RMP  Budget  3.3 

RMP  (Second  year  4/72-12/73)     $222^14 
Other  Funds  "  " 

%  of  Total  Intermountam  RMP  Budget  4.z 

RMP  (Third  year  1/74-6/75)       $  3,331 
Other  Funds  no 

%   of  Total  Intermountain  RMP  Budget  .08 


KANSAS 


Aim  of  Project: 


Funding  Source: 


Project  #086:  Quality  Assurance  -  Ambulatory  Diabetic  Care 
Project  Director:  Joseph  ^M.D.^^  ^ 

EESp^'eSfr  a  model  ccopr^i^™™^^ 
system  for  ambulatory  diabetics  ••  specifically,  develop 
quality  standards;  educational  P^^Xcarf 
self -care;  protocol  of  management  for  health  care 
team  and  utilization  of  RN  practitioner. 
RMP  (1  year  1/74-6/75)  $  27,075 

Other  Funds  "  Q 

%   of  Total  Kansas  RMP  Budget         ■» 

Project  #066:  Juvenile  Diabetes  Project 
Project  Director:  ^-Burt^^  ^  ?  ^ 

Develop'a'rSurce  for  integrated  high  quality  program. 
In  four  areas  of  the  State  -  juvenile  and  adult 
Sucation!  professional  education  and  expand  target 
population  to  include  adult  diabetics. 
RMP  (First  year  9/72-12/73)      $  23,501 
Other  Funds  .  n 

%   of  Total  Kansas  RMP  Budget        i.u 


Aim  of  Project 


Funding  Source: 


$  52,006 
-0- 
1.7 


RMP  (Second  year  1/74-6/75) 

Other  Funds 

%   of  Total  Kansas  RMP  Budget 

(Additional  RMP  funds  have  been  requested  to  continue 
project  to  6/76.) 
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Funding  Source: 


LOUISIANA 

Project  #002:  Teaching  Conferences  for  Diabetic  Patient, 
Project  Director:  Jerome  R.  Ryan,  M.D.        Fatients 

Tulane  University 
A,m  ~  n  .       New  Orleans,  Louisiana 
Aim  of  Project:  Provide  teaching  conferences  for  State  Charity 

^iSt^ss1^ the -*~ °f  di^t°ef  :ve 

o"  tes  3/70"2/71)      "  *« 

%  of  Total  La.   RjMP  Budget  3.94 

Division  of  Health 

Maintenance  and  Ambulatory  Patient  Services 

Louisiana  Department  of  Health 

tiona^d^t011  Pr°JeCt  t0  pr°vide  outrea<*  nutri- 
tional education  program  for  the  diabetics  involve  a 

Ken3re  Provide^>  Charity  Hospit^aSlubS? 
™™i    •  llniCS  m  selected  rural  areas.     Target 
rural  indigent  population.  ^gei. 

RMP   (1  year  1/74-6/7S)  $  19  770 

State  Funds  7'Ss 

*  of  Total  La.   RMP  Budget  {,{ 


Aim  of  Project: 


Funding  Source: 


IMIIlllll'' 

,„|l  .,« 

:, 

: 
■ 


Aim  of  Project: 


MEMPHIS 

Project  #D010:  Diabetic  Education  of  Community 
Project  Director:  Jean  M.  Hawkes,  M.D.      Y 

Memphis  Diabetes  Association 

Memphis,  Tennessee 

Provide  education  to  diabetic  patients  of  Memphis 

Funding  Source:    r^(1  year  y74.6/75)  $  15)700 

%   of  Total  Memphis  RMP  Budget        34 

fn^f  S  ^^^Pf^d  continuation  beyond  6/75  with 
funds  from  the  Memphis  Diabetes  Assoc,  and  fees 
charged  for  the  workshops.) 


t 


1 


147 


Aim  of  Project: 
Funding  Source: 


Project  #D015:  Diabetic  Patient  Care  Symposium 
Project  Director:  Abbas  E.  Kitahchi,  Ph.D.,  M.D. 

Clinical  Research  Center 

University  of  Tennessee 

Memphis,  Tennessee 
For  Better  health  care  of  diabetic  patients,  hold  a 

symposium  primarily  for  the  education  of  para-medical 

personnel. 

RMP  (1  year  1/74-C/75)  $  1,692 

Other  Funds  ~°~ 

%   of  Total  Memphis  RMP  Budget       .U.5 

Project  #073:  Diabetes  Education  and  Patient  Care 

Project  Director:  Abbas  E.  Kitahchi,  Ph.D.,  M.D. 

Clinical  Research  Center 
University  of  Tenn. 
Memphis,  Tennessee 

Patient  educational  program  to  allow  for  better 
patient  management,  especially  for  the  long  term 
management  that  will  involve  the  use  of  insulin  or 
oral  hypoglycemic  agents,  and  increased  quality  ot 

care 

RMP  (1  year  1/74-6/75)  $  23,925 

Other  Funds  "J" 

%   of  Total  Memphis  RMP  Budget       .bZ 

(Additional  RMP  funds  have  been  requested  to  continue 
project  to  6/76.) 


Aim  of  Project: 


Funding  Source: 


MICHIGAN 


Project  #D003:  Program  to  Improve  Health  Care  of  Diabetics 

Project  Director:  Hugh  Baker 

Michigan  Diabetes  Assoc. 

Lansing,  Michigan  ■■,•+*« 

Patient  education  -  develop  a  teaching  specialist  to 

assume  responsibility  for  increasing  the  effectiveness 

of  Health  Center  staff's  in  training  diabetics  to 

manage  their  condition;  assistance  in  home  care. 

Areas:  Pontiac,  Alma,  Grand  Rapids. 

RMP  (1  year  9/71-12/72)         $  38,000 

Other  Funds  ~u~ 

%   of  Total  Michigan  RMP  Budget       l.W 


Aim  of  Project: 


Funding  Source: 
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Aim  of  Project: 


MISSISSIPPI 

S3S  Cctorf  ISLTSlSS  S?ati0n  °£  Sel6Cted  a™*  D-ease 

State  Board  of  Health 
Jackson,  Mississippi 

tS  cliScs  lor's^lcificl^  SyStem,°£  health  educa- 
Funding  Source:        ^(^"i^^  ""J^™ " 

%  of  Total  Mississippi  RMP  Budget    2^9 

S^ffi  ^  1/74"6/75)      $  5^145 
%  of  Total  Mississippi  RMP  Budget    i?o 

Project  #043A:  Diabetes  -  Children 
Project  Director:  Calvin  Woodruff 

University  of  Missouri 

Columbus,  Missouri 

practlcinetT-0,   "  COnmunity.  P«ient,  parent, 

RMP  (First  year  4/69-6/70)  $   ci   finn 

Other  Funds  *  i>l,600 

*  of  Total  Mississippi  RMP  Budget    "75 

RMP  (Second  year  7/70-6/71)      t   07  qnn 
Other  Funds  J  *  9/, 900 

%  of  Total  Mississippi  RMP  Budget    2~17 

RMP  (Third  year  7/71-8/72)       $  70  nofi 
Other  Funds  *  /»,098 

*  of  Total  Mississippi  RMP  Budget    2^7 

RMP  (Fourth  year  9/72-12/73,l     t  *n  cor 
Other  Funds  '  J     $  J°»*85 

%  of  Total  Mississippi  RMP  Budget    2.38 


Aim  of  Project: 


Funding  Source: 


••••11!!"'! 


1 
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NEBRASKA 


Aim  of  Project: 


Funding  Source: 


Pro-         Comprehensive  Education  and  Detection  in  Diabetes 

Project  Director:  Geraldine  Stamm 

Nebraska  Medical  Foundation 

Develop  standards  of  care  for  diabetics;  standardize 
statewide  instructional  manual  for  distribution; 
comprehensive  education  program  for  health  providers 
and  patients;  create  public  awareness  and  conduct 
detection  drives  statewide;  provide  consultation 

service.  &     „  on„ 

RMP  (1  year  9/72-12/73)         $  8,200 

Other  Funds  "°" 

%  of  Total  Nebraska  RMP  Budget      1.0 

RMP  (Second  year  1/74-6/75)  $  36,870 
Other  Funds  (Grant  Related  Income)  25,000 
Other  Federal  Funds  2>l®° 

%   of  Total  Nebraska  RMP  Budget       2 . / 
(The  implementation  of  standards  will  be  contuiued  by 
the  State's  health  care  professionals  on  self- 
sufficient  basis.  Dissemination  of  manual  and 
coordination  of  activities  of  management  of.  the 
diabetic  will  contue  through  Nebraska  Diabetic 
Assoc,  and  the  State  Dept.  of  Health.) 


Aim  of  Project: 


NORTH  CAROLINA 

Project  #003:  Diabetic  Consu_tation  and  Education  Service 

Project  Director:  R.  Bressler,  M.D. 

Duke  University 
Durham,  North  Carolina 

Statewide  program  to  provide  improved  care  in  the 
managements/the  diabetic  and  related  problems  by 
direct  services;  consultation  and  education  especially 
to  primary  caie  M.D.s;  educational  opportunities  to 
other  health  providers;  establish  diabetic  clinics, 
and  provide  patient  education,  development  of  teaching 
aids,  manuals,  publications,  etc. 
RMP  (First  year  3/68-b/69)       $167,100 
Other  Funds  "0I 

%   of  Total  N.  Carolina  RMP  Budget    9.2 

RMP  (Second  year  7/69-6/70)      $166  000 
Other  Funds  Iu" 

%   of  Total  N.  Carolina  RMP  Budget    7.2 


Funding  Source 


150 


.NORTH  CAROLINA  Project  #003  (Continued) 


*  of  Total  N.  Carolina  RMP  Budget  3~8 

RMP  (Fourth  Year  7/71-8/721      t  «7  -<on 

Other  Funds-Grant  Related  Lome  $  "Ifss 
(Receipts  from  sale  of  N.C.  RMP 
funded  publication.) 

*  of  Total  N.C.  RMP  Budget  2.4 


RMP  (Fifth  year  9/72-12/7^ 
Other  Funds  J 

of  Total  N.C.  RMP  Budget 


S3S  z3ctorr^sr.sSsp^r "  — 


$  48,096 
-0- 
1.8 


Aim  of  Project 


Funding  Source; 


R^  (First  year  1/74-6/75)       $  qi  Q7, 
Other  Funds  *  y^,973 

LSfT?ta]  N'C-  ^  Budget  2°q 

(Additional  funds  have  been  reauo*t*A  Z~        *• 
project  to  6/76.)        requested  to  continue 


NORTH  DAKOTA 


Set  D^ctor^^riro^!  M.DFt-  ^  **«  R— tion 

University  of  No. Dakota 
Dept.   of  Community  Medicine 
Bismarck,  North  Dakota 

oEAffi  1/74"6/7«  *     3,826 

%  of  Total  N.D.   RMP  Budget  J~4 
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UtlliHUV 


HIPP"""* 


Aim  of  Project: 


Funding  Source: 


Aim  of  Project: 


NORTHLANDS 

Project  #005:  Diabetes  Regional  Center  -  Detection  and  Education 

Project  Director:  Donald  D.  Etzwiler,  M.D. 

Diabetes  Detection  and  Research  Center 

Minneapolis,  Minnesota 

Plan,  instigate,  and  develop  new  programs  through  the 

center,  by  evaluation  of  factilities,  personnel; 

education  courses,  development  of  materials,  and 

techniques;  implementation  of  inservice  educational 

programs,  and  re -evaluation;  emphasis  in  on  improved 

care  for  the  diabetic. 

RMP  (First  year  3/69-2/70)       $48,000 

Other  Funds  _0_ 

%   of  Total  Northlands  RMP  Budget    3.6 

RMP  (Second  year)  $48,000 

Other  Funds  -0- 

%  of  Total  Northlands  RMP  Budget    2.6 

RMP  (Third  year  4/71-3/72)       $40,600 
Other  Funds  ~0~ 

%   of  Total  Northlands  RMP  Budget    3.2 


Funding  Source: 


Project  #018:  Diabetes  Detection  and  Education  Center 
Project  Director:  Donald  D.  Etzwiler,  M.D. 

Diabetes  Detection  and  Research  Center 

Minneapolis,  Minnesota 

Emergency  interim  support  for  the  Diabetes  Detection 

and  Education  Center  in  Minneapolis.  Special  RMP 

Action  Project. 
Funding  Source:    RMP  (  1  year  3/70-3/71)         $  81,600 

Other  Funds  "°" 

%  of  Total  Northlands  RMP  Budget     4.4 


Aim  of  Project: 


OREGON 


Project  #012:  Southern  Oregon  Diabetic  Instruction  and  Evaluation 

Project  Director:  Kenric  Jones,  M.D. 

Rogue  Valley  Memorial  Hospital 
Medford,  Oregon 

Provide  instruction  courses  varying  according  to 
group  for  diabetic  patients,  family  of  patients, 
and  health  providers,  and  community  health  profes- 
sionals . 

RMP  (First  year  4/69-3/70)       $  18,100 
Other  Funds  -  Fees  700 

%   of  Total  Oregon  RMP  Budget        1.7 


Aim  of  Project 


Funding  Source; 
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OREGON 


Project  #012,  Funding  Source  (Cent 


inued) 


RMP  (Second  year  4/70-3/7n 

Other  Funds 

%  of  Total  Oregon  RMP  Budget 


$  23,000 
-0- 
2.2 


Funding  Source: 


^Project:     ScS^ttS^Lla  ^  clini.s       . 

workers     follow-u?  treaSntftd  referra?1?^  f?™ 

public3  M?d  ^ent'  eXtende^  f-ilier»S'geen"raai10nal 
Sm  rpl  M'd-Wllla™e«e  Valley  area.  «e"eral 

W!P  (First  year  9/74-9/751  «  ,17  *,„ 

Other  Funds  '"»  a/'i>j  $43,430 

»  of  Total  Oregon  RMP  Budget  ~2% 

S3S  MrectorTfe^S  "  "^tension  «  Diabetes 

Multnomah  County 

Division  of  Health  Services 

Portland,  Oregon 

Other  funds  $  25,. ,04 

rr?f  £\tal  °regon  KvlP  Budget  ^4 

(The  Multnomah  Co.   Division  of  Hpait*  c       • 

SGSTS.'SfflS  a™g-t^^nteer 
budjletLg^:^0^  —luti»  of  its  current 


Aim  of  Project: 


Funding  Source: 


1 

iiiiiiinal 
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PUERTO  RICO 

Project  #004:  Education  Program  Diabetes 

Project  Director:  Lillian  Haddock,  M.D. 

University  of  Puerto  Rico 

Medical  Service  Campus 

Rio  Piedras,  Puerto  Rico 

A  model  training  center  for  MDs,  interns,  residents, 

medical  students  and  other  allied  health  personnel, 

stimulate  interest  of  public  in  diabetes;  earlier 

detection  and  improvement  of  quality  of  care. 

RMP  (First  year  5/70-5/71)       $  66,300 

Other  Funds  "°" 

%   of  Total  Puerto  Rico  RMP  Budget    6.1 


Aim  of  Project: 


Funding  Source: 


RMP  (Second  year  6/71-8/72)      $  50,666 

Other  Funds  (State  Funds)  71,921 

%  of  Total  Puerto  Rico  RMP  Budget  4.0 

RMP  (Third  year  9/72-12/73)      $  33,402 
Other  Funds  "°" 

%   of  Total  Puerto  Rico  RMP  Budget  2.3 


ROCHESTER 

Project  #018:  Diabetes  Mellitus 

Project  Director:  S.  Zane  Burday,  M.D. 

University  of  Rochester 
Rochester,  New  York 

Diabetes  education  -  patient  and  health  care  profes- 
sionals assess  diabetic  control  thru  periodic  medical 
evaluation  of  patients. 

Funding  Source:    RMP  (First  year  3/69-2/70)       $  27,600 

Other  Funds  ~u~ 

%   of  Total  Rochester  RMP  Budget      2.1 


Aim  of  Project: 


RMP  (Second  year  3/70-8/71) 

Other  Funds 

%  of  Total  Rochester  RMP  Budget 


RMP  (Third  year  9/71-12/72) 

Other  Funds 

I  of  Total  Rochester  RMP  Budget 


$  48,600 
-0- 
2.4 

$  39,851 
-0- 
2.3 
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SOUTH  CAROLINA 

lloitrl   n°61:  DlabeteS  Train^g 
Project  Director:  J.  C.  Hedden 


Aim  of  Project: 


Funding  Source: 


Spartanburg  County  Health  Dept. 

Spartanburg,  South  Carolina 

10  Provide  a  standardized  instvn^t--;^ 

teaching  diabetic  patients  a^f^-PT°gTm   for 

and  manage  the  disease  It'-         families  to  control 

fessionafs  and  a'lL^^^Tp^so^el0115!^  ^ 
for  home  care  and  oationt  £?i?      1#  Instruction 

Other^ls^  7/n"8/7^       *  ".291 

*  of  Total  South  Carolina  RMP  Budget  "o5 

ZefvZt  7ear  9/72"12/7^     *  25,098 

*  of  Total  South  Carolina  RMP  Budget  i°o 

Sr it;  „&t sss  Generai  Hospitai  -^ 

in-patients  SK-^^.)88  a  se™oe  to  both 

Develop  a  model  diabetic  ^ur*+^ 

area)  for  diabetics  referred  hv\m  ^  '  ^rleston 
wide  physician  ed^atim^V^  ^  Clinics'  state- 
by  multidisciplinar^  tel  to  ™  semiJ?ars>  visits 
courses.        ^  eam  t0  co™unities  and  refresher 

RMP  (First  year  9/72-12/73}      t  *  ™„ 
Other  Funds        "/'^J      $  6,264 

*  of  Total  South  Carolina  RMP  Budget  ^25 

MSS  ^  1/74"6/75^  $  87,650 

*  of  Total  South  Carolina  RMP  Budget  2^5 


Aim  of  Project: 


Funding  Source: 
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Proiect  #117:  Low-County  Diabetes  Detection  $  Control  Program 


Project  Director 


Aim  of  Project: 
Funding  Sources 


David  B.  McCallum 

South  Carolina  Dept.  of  Health 

and  Environmental  Control 
Columbia,  South  Carolina 
Public  and  professional  education;  primary  and  secondary 
screening;  seek/provide  diagnostic  services,  follow- 
up,  and  supportive  services. 
RMP  (First  year  1/74-6/75)       $  50,000 

Other  Funds  ~°~ 

%  of  Total  South  Carolina  RMP  Budget  1.4 


(State  and  local  funds  are  being  sought  to  continue 
the  project  past  6/75.) 

Project  #120:  Catawba  Hypertension  -  Diabetes  (District  3  Central  Piedmont) 

Proiect  Director:  Helen  E.  Llewelyn,  M.D.,  M.P.H. 

Lancaster  County  Health  Dept. 
Piedmont,  South  Carolina 

Community  based  program  of  screening,  referral  treat- 
ment and  education  for  hypertension  and  diabetes; 
specific  output  -  reduction  in  disease,  disability 
and  death  from  hypertension,  diabetes  or  their 

pSUG(iayear  1/74-6/75)  $  25,000 

Other  Funds  "?" 

%   of  Total  South  Carolina  PMP  Budget  ./4 


Aim  of  Project: 


Funding  Source: 


(Additional  funds  have  been  requested  to  continue 
proiect  to  6/76.  Continuation  after  6/76  possibili- 
ties very  good;  expected  State  funds;  Title  XIX 
reimbursement  and  sliding  scale  charges.) 


SOUTH  DAKOTA 

Project  #016:  Diabetes  Education  Outreach  Program 
Project  Director:  Ronald  Norton 

Sacred  Heart  Hospital,  Yankton 
Yankton  County,  South  Dakota 

Education  -  provide  a  facility  and  teaching  team 
for  educating  the  professionals,  diabetics,  and 
family;  increase  standards  of  patient  care,  a 
step  toward  the  prevention  of  illness  statewide. 
RMP  (1  year  1/74-6/75)  $  7,879 

Other  Funds  "J" 

%  of  Total  South  Dakota  RMP  Budget    .71 
(Additional  funds  have  been  requested  for  continuing 
project  to  6/76.  Future  funding  support  from 
participating  institutions  within  the  service  area. 
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Aim  of  Project 


Funding  Source: 


TENNESSEE/MID- SOUTH 


Project  #CD15:  Diabetic  Education 

Project  Director:  Naddy  Deanna 

Columbia  State  Community  College 

Columbia,  Tennessee 

Volunteer  teaching  personnel  will  offer  courses 

(3  days  monthly)  to  ambulatory  diabetics  and 

families  over  a  period  of  15  months  in  an  effort  to 

reduce  hospital  readmissions. 

RMP  (1  year  1/74-6/75)  «  2   cnn 

Other  Funds        J  *  ^00 

%  of  Total  Tenn/Mid-South  RMP  Budget  .07 


Aim  of  Project: 


Funding  Source: 


Aim  of  Project: 


Project  #047:  Diabetes  Education  Program 

Project  Director:  Alan  L.  Graber,  M.D 

Vanderbilt  University 

Nashville,  Tennessee 

Create  citizen  awareness  of  diabetes;  stimulate 

professionals  to  take  advantage  of  conSuinf 

education  and  consultation  in  coping  with  diabetes 

Funding  Source-    ^e.^eated  diabetes  disability.     iabetCS' 

uuu-uig  source.    RMP  (First  year  2/72-12/71)      <£  ax   7o7 

Other  Funds  J  *  ^[fj 

%  of  Total  Tenn/Mid-South  RMP  Budget  2.0 


■  IHMII"" 

„,|l  .,.11 


WESTERN  PENNSYLVANIA 


RMP  (Second  year  1/72-12/73)     $  99  " 71 
Other  Funds  *   -<j- 

%   of  Total  Tenn/Mid-South  RMP  Budget  2.1 


Aim  of  Project: 


E£2  ^i^giZlZrsm^l^Turith  Diabetes  Mellit- 

Magee  Womens  Hospital 
Pittsburgh,  Pa. 

S^-7^  lautGSt  Clinical  view  and 
disorders   rnnb\te,S'  °beSity^  **   endocrine 
inl      I,* '     ?ollect  data>  analyze  and  prepare 
for  publication.  Disseminate  publications  to 
nmrHn~  c        Physicians  m  area.  zo 

Funding  Source:    W   (First  year  1/71-8/72)       $  34  425 

Other  Source  *   _0_ 

%   of  Total  Western  Pa.  RMP  Budget    2.1 


III'!. 

■ 

:: 

1 

il 

: 

1 

it 


PMP  (Second  year  9/72-12/73) 
Other  Funds 


$  14,602 
%   of  Total  Western  Pa.  RMP  Budget    .8 
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THE  DIABETES  TEACHING  NURSE  PROGRAM 
of  the 
Diabetes  Consultation  and  Education  Service 
(sponsored  by  the  N.  C.  Regional  Medical  Program) 
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INTRODUCTION 

be^trSd   TlZTol*  Carolina^!?5  ^^  *™    ^    fc*«  *»« 

Program   funds   after    the   need  was  vivid!    T    lnitiated  With  Regional  Medical 
were    published    in    1967        Thesrstudles   re^Tf  "k^k1"    mml    StUdieS  which 
diabetic   control   and   unsafe    oat  "ported   a   high    incidence    of   both   poor 

regimen.*     The   resplsTol   thTautnortTT^   °5   ^   ^-^^  diabetic 
North  Carolina  Regional  Medical   SollLf        r ir/ind«8s  was   to  apply   to   the 
Consultation   and   Education   Servic ^    (heLe forth ^f '°   "5"'    ^   ^^ 
Project").      One   aspect   of   thir^roW  .u      referred    to  as   the    "Diabetes 

Nurses    in  order   to'try   to     m^ov l°l Ta I™     arYZd   ^   *  ^^  ™chln« 
apparent   that   nurses  and  doctors   in  llal  management,    for   it   seemed 

(and  perhaps   the   specialized         w     H  Practxce  did   not   have   the   time 

adequate  education'and^^ort^^lLe^Ll^^ts!    ^^   t0  «""*"■ 


Phase   I    —   a   Feasibility   Project 


areas  and   two  in  urban   settings     SeeTablTr    '*   UP\/"°   ln  rUral  -untainous 
of  these  4  sites  was   to  provide  dfreJ        I-    '  **   V '      The   prlmary  PurP°se 

hired  by  a   local  hospital    iff  "   Pftlent    tea^"S-      Each  nurse  was 

that  hospital.      The    sta?   'orR^"C„-r'   "1"   the   P"sonnel  Polleta.   of 
program  for  each  nurse  with  re^rd   to  d-    bl        ^^  deVel°Ped  «  orientation 
consultation,    guidance  and  worlshop         Add" Mn   S™'    and   Pr°Vlded   °n«0ll,8 
staff  development  was  provide!   iTlt'     Addltlonal   "service  education   or 

the   nursing  staff  of  t^Mri1^^::""""  "   '"   °U'"  "^   °f 

3it::1airrC:ppr!v0aCl1ofch!Cl1oacarmSeddenrfied    t0  HelP  "tabllSh   «»   ™ 
any  areas  where   she  might   need  I        „ T  SOC1"y'    and   assi"    the  DTN   in 

composed  of   several  Members   or  1r7f'      In   S™e    instaK=s  a   committee 

provide   support   and   guidance       with   rh     \?  ""   esta""hed    in    order   to 
met  with  a  high  degree   of  accepted      !"      '        °f  baCking   the   servl«  1uitkly 
out   of  the   27   staff  phystcLns  were   ;J°  P°lnt    that    ln   OTe   hosPital   « 

fining  physicians  were  ™Z  s     !  §  ">",      "   t0    the  D™'       (The    c"°  re- 

fer  such  referrals.)  "otologist   and  a   pathologist,    both   of  whom  had   no  need 

Vlstlatients™:  Zl^^VuTVt   ^    ™    ^    "»    *—    '" 

need   for    them   to  become   involved  7  "     ^   h°sPital.      In  addition,    the 

service  very  quickly™  ^0«^tln"""«edu»"'>"   «"   broader  community 
community  -  working  with   pharmacists,    ^^Z^V^l^LT^l^ 


*Among  the  many  statistics  which  were  revealed  are  the  following- 

777  ,.„,.,  .   ,  .     Potentially  serious"  errors. 

In   tesed  their  ur'  equipment  ln  «"  onacceptable  manner. 
at-it    cesced  their  urine  incorrectly. 
(.Williams,  Watkint?   Am   t    c   r>  ■_  i  . 

Williams   J   of  ll      Am»  J-  of  Public  Health.  March  1967. 
is,  J^_of  the  Am.  Dietetic  Assoc^,  T,,1y  i967. 


Watkins'  diabetes,  December  1967.)' 
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agencies,  groups  of  lay  persons  interested  in  diabetes,  etc.   The  primary 
focus,  however,  remained  with  direct  patient  teaching. 

It  was,  of  course,  the  expectation  of  the  Project  staff  that  the  DTN  sites 
would  be  considered  valuable  enough  to  be  supported  locally  once  RMP  funds 
were  no  longer  available,  and  evidence  that  this  would  be  done  became  available 
very  quickly.   Soon  after  the  program  began  it  became  apparent  that  one  of  the 
nurses,  who  was  working  half  time  with  RMP  funds,  was  badly  needed  on  a  full- 
time  basis.   Before  long  the  hospital  nursing  service  assumed  responsibility 
for  the  other  half  of  her  salary,  and  it  was  obvious  that  the  DTN  position  had 
become  a  firmly  established  one  in  the  staff  structure. 

When  RMP  funds  were  withdrawn  from  the  four  Phase-I  sites  on  June  30,  1971 
(2%-3  years  after  the  nurses  were  hired),  three  of  the  four  hospitals  assumed 
full  financial  responsibility  for  the  programs.   The  fourth  site  had  been  tied 
administratively  to  the  medical  school  in  a  large  medical  center  rather  than  to 
the  hospital  itself,  and  this  was  probably  a  significant  factor  in  its  not  being 
continued.   However,  a  lasting  impact  had  been  made  in  spite  of  the  fact  that 
the  site  was  phased  out,  for  the  DTN  had  helped  to  establish  a  strong  local 
Chapter  of  the  North  Carolina  Diabetes  Association.   This  Chapter  had  now 
continued  to  provide  other  kinds  of  service  to  diabetics  in  that  community. 

Phase  II 

Because  of  the  demonstrated  success  and  value  of  the  pilot  DTN  sites 
additional  funds  were  requested  and  granted  for  the  purpose  of  establishing 
four  new  half-time  positions  in  other  parts  of  the  state.   (See  Table  I, 
Phase  II  )   The  Phase-I  sites  had  demonstrated  the  need  to  broaden  the 
impact  which  the  nurses  would  have,  so  the  new  positions  were  designed  to 
provide  more  education  of  lay  and  professional  groups,  and  more  community 
involvement.   Direct  patient  teaching  did,  of  course,  continue   for  without 
this  kind  of  contact  with  patients  it  would  have  been  impossible  f or  the 
nurses  to  develop  and  maintain  the  expertise  necessary  for  carrying  out  their 
other  responsibilities.   Each  nurse  was  instructed  that  priorities  for  the 
use  of  her  time  should  be  determined  by  the  impact  which  an  activity  would 
be  expected  to  have  on  overall  diabetic  care.   (For  further  information,  see 
Guidelines:   DTN  Job  Description,  page  8.) 


TABLE  I 

DIABETES-TEACHING-NURSE  SITES  IN  NORTH  CAROLINA 
Phase  I 


% 
time 


100 


Wayne  sv  i 1 le :   Haywood 

County  Hospital 
Sylva:   C.  J.  Harris 

Community  Hospital 
Charlotte:   Charlotte 

Memorial  Hospital 
*Winston-Salem:   N.C.  Baptist  100 

Hospital 


50 


100 


Phase  II 


time 


Raleigh:   Wake  Memorial 

Hospital 
Greensboro:   Community  Health 

Services 
Greenville:   Pitt  County 

Memorial  Hospital 
Wilmington:   New  Hanover  Co. 

Health  Department 


50 
50 
50 
50 


^Phased  out  as  a  DTN  site  on  July  1,  1971. 


160 


had   been   found   to  be  «  ^i"*!?  °Se      'V*  eXtent  durln«   Phase   J   ™< 

the  nutses  could   be  assured   of  h»,  •        '   "  Med   t0  develoP  sites  "here 

committees  with   broad  repreSentaMon8,/n   ^^   °"   the   c<-™"y  as   a  whole, 
been  obvious  during  Phase TTJ  T  n™*   Se6n  aS   lmPera"™-      «   had  also 

members   of  the  heafth^ea.     and  mem crTo/th iV^^  **    ■UPP0"   °£  ^ 
that   function  as  well.      The   local  d^h!f!  «™>ittee  were  able   to   serve 

sentatives   of   several   of   the  health   ff     remittees  were   composed   of  repre- 
the  major  health-care   Ins       „  s  « llT™'  ?*  T"  draW"   from   st™   °f 

administrative  personnel  were  intereated8^"^   •"  'u*  COT1™ities-     Often  top 
committee   representative   from  their   particular8     "   *'   Pr°JeCt   C°  Se"e   "   the 
committee  determined   the  most  annroDriat ,        , agenC.ies   or  disciplines.      Each 
helped   to  implement   the  est      lX  ,   K      10°   f°r   the  nUrSe    ln   th«   ««. 

in  program  planning  and  develo  me^  "      (If^HTflT'^   *""""   ^^ 
organ.zation  and    functions,    see  GuU.iL.:  ^t^^X^"™" 

c™ernLf°majohr   coltf" '«"  "  '   ^V^  "*'   C°nSlde"d   «*««i-t    to 
benefits,    travel   °« a   few  sup   lies?    'but   £     "   "   half"tlme  «»"••    fringa 
costs   such  as   office   space,  '1'T   n0t    lntended   to  '™*    -direct 

have  mobility,    the  Diabetes   Pro'iertY  ,        certain  th"    the  DTN  would 

funds   to  be  Mailable   f^r     rave  ExceDfr"d^-SPeCiflC   P°"lon   of   the   "*•  1 

hiring  institution  was   free   to  develoo   u ,  J*!!   stit>ulatiOT.    however,    the 

providing  the   guidelines    (see  Appendix  A     weTe     "if   5°r    ^   USe   °f  the   funds' 
was  decided   upon   between   her  and    th!  h-  f°ltae<1'      The  nurse's   salary 

by   the   saury   scale  whilst  use  ^^.SEiS."*  "'  dete™in6d 

Jersotetwere   ll^lZeT^TZ   ^^^  where   the   administrative 
and    two  were   in  agen'c  es  whirt 'war'"6   t^J^l  °f  "^  c«™»»"y  outreach, 
a   Health  Department   and  CommunitJ  Health   sfrv"  J  T   co"™nity  based   ... 

which  provides  a   broad   spectc»  it,     h      T"!    (a   Unlted-Fund   organization 
personnel   in  each  agency'demon™  rated   a„n,  servic«).      The  administrative 

ra:  effect' mp  «-  ~^^.lsr^r.X2;  sr 

Ind°  XSr:&dedbLCt— o   SSiST^   *   ^=C-   S  agency, 
were  already  available   in  afest^l^h      °Plng.,nan>'  P°"cies  and   guidelines  which 
had    the   advantage   of   givinethe  ""^^  servlce-      ^is   type   of   setting 

community,    but   IL  found  if  Ir,     T?   COTSlde"b^   freedom   to  move  about   the 
establish  her   ideirty In   the  mlndf  ST*  "ff,lcult    than   th.   other  DTNs  did    to 
in  the  area.  y  "'lndS   °£   the  health-care   professionals   elsewhere 

Nurses  were  hired  for-  t-u^c.^    c 

1971     and  RMP  &£  conJinfeTth^ugh'un^SO^l^r  D«»"«    »'?  »d  »«c h 
has   been  available   for  ALL  FOUR   of   r-hf  '  SinCe   then    local   Ending 

^ur  all   tvuR  of   the   newer   sites  as   follows: 


: 


" 
1 


> 
in.iitti* 


---  In  the  community  wherp  i-h^  r>TM  ,  o  ~   i    i  ■ 

the  rnmhi  r.   •  1S  emPloyed  by  the  Health 

the  County  Commissioners  have  voted  to  retain  this  oosif 
integral  part  of  the  Health  Department's  nursing  service 


'--  One  of  the  hospitals  has 

fact,  the  nurse  had  been  working^only'six 


continued  the  service  without  question.   In 
months  before  the  hospital 
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administration  felt  that  she  had  made  such  a  valuable 
contribution  to  patient  care  that  she  was  asked  to  work 
full  time,  with  the  other  half  of  her  salary  coming  from 
the  hospital  budget.   (This,  then,  was  the  second  insti- 
tution  where  this  offer  had  been  made,  although  the  Phase  II 
Nurse  was  not  able  to  accept  it  because  of  family  respon- 
sibilities. ) 

---  The  second  hospital-based  site  was  funded  temporarily  by  the 
hospital  itself,  and  monies  are  now  being  received  from  a 
foundation  to  continue  the  community  teaching  program. 

—  The  local  Diabetes  Association  has  committed  itself  to  supporting 
the  DTN  position  based  in  Community  Health  Services,  and  money  is 
being  obtained  through  the  United  Fund.   In  the  interim  between 
RMP  funding  and  United-Fund  support,  several  community  sources 
(including  an  organization  of  local  physicians)  provided  funds 
to  continue  the  project. 

Impact  of  the  DTN  Program 

A  number  of  factors  have  clearly  demonstrated  the  impact  which  the  DTN  program 
has  had  on  the  communities  where  it  has  been  in  operation,  and  some  of  the  more 
important  of  these  factors  are  listed  below.   State-wide  and  even  national  im- 
pact  has  also  been  demonstrated. 

—  LARGE  NUMBERS  OF  PATIENTS  ARE  RECEIVING  DIRECT  TEACHING  FROM  THE 

DTNS.   Although  numbers  alone  do  not  in  any  way  tell  the  full  story, 
they  do  help  to  indicate  the  broad  impact  which  the  nurses  have  had 
on  patient  care.   The  figures  below  give  a  brief  picture  of  the  volume 
of  one-to-one  patient  teaching  which  was  done  by  the  DTNs  during  the 
fiscal  year  beginning  July  1,  1971  and  ending  June  30,  1972 -During 
this  period  there  were  seven  DTNs,  two  of  whom  were  working  full  time, 
and  five  of  whom  were  working  half  time. 


Number  of  patients  new  to  the  program  

Number  of  teaching  contacts  with  patients  .  .  . 
Number  of  teaching  contacts  with  family  members 


1120 

4035 

822 


In  addition  to  the  one-to-one  teaching,  the  DTNs  have  also  been 
involved  with  group  classes  and  educational  programs  for  the  lay 
public  (including  numerous  diabetics  and  their  families). 

THE  DTNs  FREQUENTLY  CITE  INSTANCES  WHERE  IMPROVEMENT  IN  DIABETIC 
CONTROL  AND  MANAGEMENT  HAS  BEEN  DRAMATIC,  and  pat  lent  gratitude  tor 
the  service  is  very  often  expressed.   Although  there  has  been  no  hard 
data  collected  regarding  improved  control,  decrease  in  hospitalization, 
etc.,  personnel  in  several  of  the  sites  are  convinced  that  such 
results  have  indeed  been  realized. 

THERE  HAS  BEEN  CONSIDERABLE  EVIDENCE  THAT  OTHER  HEALTH  PR 0FESSI0NA LS 
HAVE  BECOME  MORE  AWARE  OF  THE  TEACHING  NEEDS  OF  DIABETIC  PATIENTS 
they  have  worked  closely  with  the  Diabetes  Teaching  Nurses.   Although 
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and  seems  to  have  stiJS JtTlt  t        **"   WeU  accePfced  by  them 

diabetic  assesLn  a^d1    h  nf  In  IddT^  **"*"*   in 
programs  have  been  in  great  demfnd  *  2  k     '  inService  education 
work  with  diabetic  oaJlltl      tu     n^T  "?  because  of  their  intensive 
this  need.         P^ents,  the  DTNs  have  been  widely  used  to  fulfill 

"  NOrTh  °CAUL^^  -  LOCAL  CHAPTERS  OP  THE 

SIBLE  FOR  THE  INITIATION  OF  ^l^JSLV***  ^  DIRECTLY  ^SPON- 
The  programs  now  bein  oXed  bv  X  rh  V*  THEIR  °WN  C0™™ITIES. 
including  detection  dr««.     i  V   Chapters  are  broad  and  varied, 

-etingsf  -^^^  eT  f  Jr^rt^Ipatl  ^  ^  ^^ 
out  these  activities.  Participate  m  planning  or  carrying 

-  SEMI-ANNUAL  DTN  WORKSHOPS,  originallv  held  *nl*u    ^ 

diabetic  teaching  These  It  tt£%  *  T"  T"1™  °f  thelr  tlme  t0 
viding  the  nurse!  witn  an  oPPor^ tJTto  oS?  *""  S°  ValU3ble  ln  """ 
and  to  share  ideas  amon^e^  HZ       Y.u  t31n  "P-'o-date  information 

scale  has  been  plLT.loTtl^Ze^oT l^  ^^  °n  a  na»°Ml 

'  OP  ^IT.tlifTl'JZiZsT^  "AS   INCREASED  ™E  ™°  *»<* 
active   in  nursing  at   thTt  m f     ey^  fhireT  'SrSrV??  "^  ^ 
has  made   it  possible  for   tb»m  ,-„  nired.      The   flexibility  of  hours 

jobs  while   they  continue        Inf^  "V"6  reSf,msibili«es  <*  their 
freedom  they  are  give"  to  develoo  tb  ^^  oblI«atl°n^   and   the 

patients  who  so  obvious  y  neld   t he  r  he , °\"  "T^   f°r  3  8r°Up  of 
motivation  and   job   satisfaction       Thu^h"  ^  u°  3  hi8h  degree  °f 

devote  their   nL  till-  housewives  have  been  willing  to 

of  personnel.  ""  Ve"tUre'   and   there  has  "■«   ""1-   turnover 

^TorZ'pATsT'ir'coSv^^5   BEING  DEVEL0PED   »  NORTH  CAROLINA 
Although  t^ese  „Iw  Progrls^eral  v  d'iff  TRENThD™  S"ES  AS  MODELS. 

which  to  draw  ^^^^.^."^^^1  """^  — 


I 


- 

iilJlllHW 


Plans   for   the  Future 

tateTthe  Bo:rdtaorDirehctorsth:fDtheSNtetSbhr  ?*'  °"  ^^  ««   *»  "- 
ommitted   itself  to  providing     If  ^  Car°Hna  Diabetes  Association  has 
ends  become  available       Although   f     T"  *°<   addltlonal   s"es  as   sufficient 
his  relatively  ™  a L,t  ? If         raiSlng  ls   Just  Setting  under  way  for 

*en  as  one  of  the  prioritv  ite^s   f6  \\ta"lsUent   <*  additional  DTN  sites   is 
»  currently  being  «d     ,     hf  ™  S6t'      NOt  °nly  iS  the  work  which 

•ve  demonstrated  a  willineness  ""Ptessive,   but   since   the   communities 

~  established,    the  provision  of  S"™,   the   *™»»8  -fter   the   sites  have   be- 
-tituting  a  worthwhile^'potentially  K^fL^^ST"'  "  —  " 
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guide lines  Governing 


APPENDIX  A 
the  Use  of  NCRMP  Funds  by  Agencies  Employing 


Diabetes  Teaching  Nurses 

The  following  guidelines  were  agreed  upon  by  both  the  staff  of  the  »lab«t« 
Project  and  by  the  hiring  agency  at  the  time  each  of  the  Phase  II 
established: 


OBJECTIVES 

To  improve  diabetic  care  by: 

1.  Providing  direct  patient  teaching  to  diabetics  and  their  families. 

2.  Providing  inservice  education  and  consultation  to  other  members  of 
the  health  team. 

3.  Stimulating  community  interest  and  activity  in  the  area  of  diabetes. 

THE  DIABETES  COMMITTEE 

A  local  Diabetes  Committee  shall  be  formulated  as  follows: 

1.  This  committee  shall  be  composed  of  a  minimum  of  three  persons, 
including  a  physician  (representing  the  local  Medical  Society), 
a  nurse  and  a  dietitian.  The  agency  which  employs  the  Diabetes 
Teaching  Nurse  must  be  represented  on  the  committee,  and  the 
Educational  Director  of  the  Diabetes  Consultation  and  Education 
Service  shall  be  an  ex  officio  member. 

2.  The  purposes  of  the  committee  shall  be  to: 

a.  Make  recommendations  and/or  assist  the  employing  agency  in: 

(1)  establishing  a  Diabetes  Teaching  Nurse  (DTN) 
postition  within  the  community. 

(2)  determining  the  lines  of  authority  appropriate  to 
the  DTN  position. 

(3)  selecting  a  nurse  to  fill  the  DTN  position. 
(A)  program  planning  and  development. 

(5)  evaluating  the  program  on  the  local  level. 

b.  Establish  guidelines  within  which  the  DTN  will  *e  expected 

to  function,  particularly  in  relation  to  referrals,  reporting, 
etc. 

c.  Provide  ongoing  guidance  as  needed. 

3  A  list  of  the  committee  members  and  a  copy  of  the  policies  drawn  up 
Dy  he  committee  shall  be  submitted  to  and  apP-ved  y  t  e  c   r 
office  staff  of  the  Diabetes  Consultation  and  Education  Service  in 
o".r  to  assure  their  compatability  with  the  intent  of  the  project 
proposal. 
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Appendix  A  (continued) 


EMPLOYMENT  OF  THE  DTARETPS  TEACHING  WTIRSE 


U   LI  bylhe6  lll^lTlV'  l"™'**   the  ^l   Diabetes  Committee 

Education  servce  as  weiraC°b  °  H^  ^^   Consult^ion  and 
service,  as  well  as  by  the  employing  agency  itself. 

2.  The  DTN  shall  be  employed  bv  a  Inrai  u,hu 

be  subject  t0  the  pSr.^.^u1^,1  iT^ll^ ^   "*  '^ 

need)  once^RMP  funding"™  CiE^""*  ^^   C°  ^ nt 
4.  The  DIN  shall  meet  the  following  qualifications : 

a.  She  must  be  reci qfprofi  t-^  t->v„„*.« 

North  Carolina  P  Ctl"  "UrSlng  in  the  state  °f 

''  aSseaSs?affbnurLCePt,1^  'V'"  '"P1^^  a8e"cy  for  practice 

(in  areas  other  ;haHKthe,\PreparaCi°n  0r  "fisher  courses 
Un  areas  other  than  diabetes)  are  deemed  necessary  the 

sponsorxng  institution  shall  make  such  provision  as  i  recuired 
to  meet  this  need.   (The  Diabetes  Service  staff  „  1  e 
sible  for  providing  thp  tytn  TJ*  t-v,  +u~  respon- 

to  the  specific  are^  of  dlab^es.)  "  °rientatl°n  relatad 

°'  T.l^Ta±ne   preparation  *y  be  either  at  the  diploma,  AD  or 
baccalaurea  e  level  or  beyond.   Preparation  beyond  the  basic 

she  r,,°K  m   UVel  1S  desi»ble  in  view  of  the  resPonsibUities 
she  will  be  expected  to  assume  for  staff  inservice  education!  etc. 

Employment  of  nurses  who  are  not  otherwise  employed  will  be  encouraged. 
''  iu?Zlty   apP0i\tn,ent  f0r  the  DTN  with  a  nearby  school  of  nursine 

s^^eXu  znzv: the  crlcerL  for  «■*  ----- 


"'Jilll1!!! 


I 
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Appendix  A  (continued) 

DTN  JOB  DESCRIPTION 

in  carrying  out  her  responsibilities  to  the  Diabetes  Service  of  the  North 
Carolina  Regional  Medical  Program,  the  DTN  is  expected  to  function  in  the 
areas  of  pafient  teaching,  inservice  education  and  community  activity . 
Priorities  for  the  nurse's  time  should  be  determined  by  the  DTN  herself, 
with  adiice  from  her  local  Diabetes  Committee  and  from  the  Educational 
Director  of  the  Diabetes  Service. 

The  impact  that  each  activity  will  have  an  over-all  diabetic  care  should  be 
a  Ljor  factor  in  determining  priorities  in  the  nurse's  »«  o  tat  ti». 
Whereas  during  the  initial  period  •(  J.t  ^  .^nt  „  .  DTN  <th.   « .« 

^ordefco  develop  "tar  ™  ^emefinTu  area^frer  *.  6-month 
orientation  phase  a  greater  total  impact  may  be  made  by  focusing  more  on 
group  education,  education  of  other  members  o£  the  health  team,  and 
broad-spectrum  community  activities. 

within  her  region  of  the  state. 

More  specifically,  the  DTN  is  expected  to  carry  out  the  following  major 

activities: 

1.  Teach  patients  and  their  families  according  to  the  guidelines 
laid  down  by  her  local  Diabetes  Committee. 

2.  Provide  inservice  education  and  consultation  to  other  members  of 
the  health  team. 

3.  Stimulate  community  interest  and  activity  in  the  area  of  diabetes. 
This  may  take  such  forms  as: 

a  working  with  professional  and  lay  persons  in  promoting  and 

participating  in  the  formation  and  functioning  of  local  chapters 


b  working  with  other  members  of  the  health  team  (pharmacists, 
dietitians,  etc.)  to  promote  patient  welfare  and  continuity 
of  care. 

c.  speaking  before  lay  groups. 

d.  planning  or  assisting  with  programs  for  diabetic  screening. 

In  addition  to  the  above,  the  DTN  shall: 

1  Keep  up  to  date  in  nursing,  and  specifically  in  the  area  of  di.b.tic 
care.   This  will  include  attending  programs  relative  to  the  field 

of  diabetic  care  and  teaching. 

2  Establish  relationships  with  other  community  agencies  and  attempt  to 
cooperate  with  them  when  appropriate. 

3.  Keep  records  of  her  activities  as  required  by  the  Diabetes  Service. 

4.  Have  the  freedom  to  maintain  flexible  hours  as  determined  by  the 
demands  of  her  work. 
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APPENDIX  B 
Content  of  Orientation  _Programs  and  DTN  Workshop. 
Listed  below  are  topic  outlines  for  t-h* 

workshops  which  have  been  held  sine*  hL  !£    xi°n  SeSsion  and  subsequent 
addition  to  these  progral   L     ttu?*   "  nU"es  Were  employed.   In 
Allied  Health  Postg'raluat 'cour III   I D  abet™3  Ft****   ^  °r  ™™   of  th* 
the  American  Diabetes  Association   Addition"?    ^  *"  SP°nsored  yearly  by 
problems  was  provided  in  conjunction  assistance  with  individual 

Educational  Director  of  the  Diabetes  Project!'""'  ^  Vl'±t8  by  the 
Orientation  (3%  days) 

Presented  by: 

History  of  the  Diabetes  Project  and  the  North 
Carolina  Diabetes  Association 

Project  Coordinator  and 

NCDA  secretary 

The  North  Carolina  Regional  Medical  Program       n-    +        * 

urogram   .  .   Director  for  Professional 

Services  at  NCRMP  (nurse) 

The  Need  for  Nursing  Assessment  and  Teaching 

ana  leaching  .  .   Educational  Director  of 

the  Diabetes  Project  (nurse) 
Urine  Testing  .... 

Representatives  from  Ames 

and  Lilly  Companies 
Field  experience  in  a  diabetes  clinic  (inter- 
viewing patients  using  the  Assessment 
Guides  developed  by  the  Diabetes  Proiect) 
Discussion  of  field  experience  .  .  .  "r°jeCt)  . 

Educational  Director  of 

the  Diabetes  Project  (nurse) 

Diabetes:   Pathology,  Diagnosis  &  Treatment   .  .   Pediatric  Endo   ■   , 

reaiatric  Endocrinologist 
The  Diabetic  Diet 

Nutritionist 

Nursing  Nee^s  of  Diabetic  Patients  .  .  .         Edur„.   ,  n. 

Educational  Director  of 

the  Diabetes  Project  (nurse) 
Review  of  Materials:   Literature,  Visual  Aids, 
Supplies  (Samples  were  removed  from  files 
and  made  available  for  review) 
Discussion:   Use  of  Materials  in  Teaching  ... 

Overview  of  DTN  functions;  Record  keeping 


1 


iftiiiit'"" 

nil  Pl»"* 


167 


Appendix  B  (continued) 
DTN  WORKSHOP  #1  dk   days)  Presented  by: 

Reports  from  DTN  sites;  Discussion All  DTNs 

(This  was  a  sharing  session  which  con- 
stituted about  half  the  workshop.) 

Medicare,  Medicaid,  and  Other  Community  Resources   .   Social  Worker 

Reports:   Third  Allied  Health  Postgraduate 

Course  in  Diabetes 3  DTNs  who  had  attended 

Looking  Toward  the  Future 

(Planning  for  future  workshops,  etc.)  Educational  Director  cf 

Diabetes  Project  (nurse) 

DTN  WORKSHOP  #2  (1%  days) 

Reports  from  DTN  sites;  Discussion All  DTNs 

(This  was  shortened  --  limited  to  one 
afternoon,  and  it  was  a  mistake  to  do  so.) 

A  Newly-Developed  Slide  Series  --  Foot  Care 

(This  series  had  been  prepared  by  the  nurse 
who  presented  it.) DTN 

Determining  the  Effectiveness  of  Diabetes 

Teaching  Director,  Planning  & 

(Discussion  of  a  proposed  study)  Evaluation  Division 

NC  Regional  Medical  Progra 

Problems  in  the  Clinical  Use  of  Insulin   Clinical  Pharmacist 

increasing  Teaching  Effectiveness K^^Er-) 

DTN  WORKSHOP  #3  (2%  days  --  by  popular  request) 

Reports  from  DTN  sites;  Discussion All  DTNs 

(This  time  a  full  day  was  devoted  to  this) 

Behavioral  Objectives  -  the  Beginning  and  the  End  .   Educational  Director  off 
J  Diabetes  Project  (nurse) 

ii 
Some  Blocks  to  Teaching  and  Learning  

Getting  Patients  Involved  in  the  Learning  Process   . 

it 
Teaching  Techniques   
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DTN  WORKSHOP  #4  (2  days) 

Reports  from  DTN  sites;  Discussion 
(one  full  day) 

Food  Planning  for  Low-Income  Families 

Utilizing  Non-Professionals  for  Diet 
Supervision  and  Teaching 


Dt"v£d"r£™  How  a  DIabetic  Die»«- 


Appendix  B    (continued) 
Presented   by: 


All  DTNs 


Nutrition  Co-ordinator 
NC  Dept.  of  Agriculture 


Foods  and  Nutrition  Specialist 
Agricultural  Extension  Service 
(nutritionist) 
and 

Educational  Director  of 
Diabetes  Project  (nurse) 


Diabetic  dietitian 


: 


* 


i 


lU.llHlJ 
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APPENDIX  4 
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Diabetes  Programs  in  New  Jersey 
Arthur  Krosnick,  M.D. 


Background 

Chronic'llines^  Kiel  LXe^he^V^0^  *  "Mention  of 
Health  to  organize  a  "Division o 'LToniT^^^*  DePa"-nt  of 
in  certain  public  health  .c^S,^^^^,--  '°  ^ 


1.) 

2.) 
3.) 
4.) 
5.) 


case-finding 

public  information 

professional  education 

patient  education 

research  and  epidemiological  studies 


andibha::  K/ssss/ssrsir a  unit  °f  *«  — » 

Diabentes97Melli:uS93ReSea°to8he:„d0LUchaetinit:Q  "T "  ena"ed   the  "N*«°-l 
which  directly  led  to  this  Edu"tlon  Act"   (Public  Law  93-354) 

the  purpose  of   the  federal  ZZT  *"  L°S  A"geleS-     A  review  of 

our  state  law,   whicnlav^I  t^t^art^Stf0  ^  — -   t0 

past  SlJ^^,S£S,*ii« -ij-r  rr1—  -  ^ 


Case-Finding  and  Publir  Inf orma 


tion 


Wilkersln  "oi^ca's  -     ndhStahctiSe:rCh  ^   te"Chln«'  °f  Dr"   H»S" 
testing   (mnitestR  fnd  fresh  urLe  T^"^  u"lize<>  urine 

glucose  deter^nationrbf:     ho"  ^h  cT  reaSduaDiriefbekS)   "*  Ut"  bl°°d 
more  specific,   and  more  accurate       u»  £  gradually  became  more  sensitive, 

iuL™\\r;h^ 
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Our  staff  learned  quickly  that  a  positive  screening  test  did  not 
establish  the  diagnosis  of  diabetes  and  we  also  learned  that  the  non- 
professional public  needed  a  reason  to  participate  in  a  testing  program. 
More  importantly,  the  public  needed  to  be  informed  and  encouraged  to 
have  a  follow-up  retest,  including  a  glucose  tolerance  test,  if  diabetes 
were  to  be  established  or  ruled  out.   Therefore,  our  public  information 
approach,  from  the  beginning,  emphasized  "high-risk  screening"  (persons 
over  40,  related  to  a  known  diabetic,  overweight,  or  mothers  of  large 
babies).   We  took  advantage  of  the  American  Diabetes  Association 
"Diabetes  Detection  Week,"  but  we  also  embarked  on  a  year-round 
screening  as  well. 

We  published  pamphlets,  posters,  and  booklets  which  were  distributed 
in  large  numbers,  and  we  engaged  in  radio  and  television  programs, 
newspaper  releases,  public  meetings  on  diabetes,  and  other  public 
relations  activities.   We  organized  the  state  program,  in  conjunction 
with  the  New  Jersey  Diabetes  Association,  The  Medical  Society  of  New 
Jersey,  and  the  New  Jersey  Osteopathic  Association,  under  a  county 
medical  society  committee  system.   Local  departments  of  health 
participated  in  every  phase  of  this  annual  project;  especially  important 
were  the  public  health  nurses  who  visited  positive  screenees  to  explain 
the  meaning  of  the  test  results  and  the  need  for  follow-up  diagnostic 
studies  and  to  leave  literature  on  diabetes  in  the  home. 

In  my  opinion  this  approach  to  case-finding  and  education  germinated ^ 
an  interest  in  diabetes  and  diabetes  detection  in  the  New  Jersey  public  s 
mind  long  before  Dr.  Marcus  Welby  came  into  being. 


Professional  Education 

From  the  beginning,  it  was  clear  that  case-finding  and  public  infor- 
mation projects  could  not  and  should  not  succeed  without  professional 
participation,  especially  by  physicians.   To  get  appropriate  follow-up 
without  recriminations  and  universal  physician  participation,  the 
physicians  of  New  Jersey  were  made  to  realize  that  this  was  their 
program,  as  well  as  a  public  health  service.   Each  physician  received 
personal  letters  and  literature  and  announcements  in  his  journals. 
We  soon  found  the  doctors  willing  to  provide  definitive  studies  and 
to  report  the  results  and  final  diagnosis  to  our  office.   A  large 
"plus"  at  that  time  was  our  ability  to  arrange  for  a  public  health 
nurse  visit  to  the  recalcitrant  diabetes  suspect,  if  the  physician 
wished. 
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(J'lSr  »LSSl.1r  de^L^f^fr31,3---  nUrS6S  -d  »*•**«« 
more  scientific  information  i ord^r  ?  P°dx*trists>  ~  wanted  and  needed 

To  that  end,  we  expanld'ur  approach  anST*  de  *ett«  ^^  SerVlces' 
following  pursuits:  approach  and  over  txme  engaged  in  the 


1.) 
2.) 

3.) 

4.) 

5.) 

6.) 

7.) 


nutritionists  on  a  sL^Ter  Strict  "asir863'   "* 

Cor:it:™.„^0tkePlCatrUereofflDtb^'L1^eIedS  ?>  *—  »»" 
Development  of  a  programmed  instruction'  9U1"  Vlct°ry">- 

AutotutorR  and  TutoriilX     lnSCrUCtlon  course  utilizing  the 
Publication  of  a  booklpt-      "n^Ko*.  j   T 

for  physicians  anyone  for  nurses     "rhe  £"  ^^  Co"trol," 
Publications  on  diabetes  LuL  „,'      The  N«"  and  Diabetes  Control." 
treatment  for  all  prof  essionalT       ^ '   dlagn0stlc  ""erfa,   and 

M:dPicSaiypPog°raemf:ctPvhity:lanS  *"  C<m3unC"»  """  *  "**>nal 

health  representative^6^3^"8.       S,  fa  reosesratheand  "f  »*»* 
^ano  L^evet^SincTr  ~  ^  "^  2L^S.*1  at 

the  training  and   Lb     qoe     "     t  l^LV^??  """'  tUrned   tOW"d 
and  physician  assistants.      Livinesto ™  °     dlab"es  nurse  specialists 
four-year  students  in  the  PA     training         *"  "U1  enr°U  ltS  flrst 

they,   like  diabetes  nurse  specialist TMlTll™  'P'  ^  "*  a""iPate 
:are  and  education.  ciaiists,   will  piay  a  large  role   -n  patlent 


i 


'atient  Education 

From  the  beginning,  it  was  necessary  to  consider  h,0  a 
eeds  of  the  diabetic  patients  discovered  in  our  caJ f-  * national 
hysicians,  then,  tended  to  take  *  nl!  7  ^      case-finding  program, 
ducation  by  handing  out  printed  Sl^^uSlTS^  ^  " 
ireedcStLense:aPParent'  ~  ™  «  -^  SSL^  nu^o^ 

0   ro^LTf^TcLl^^  J^-.^-.P-chased  and  disseminated, 
so  successful  that  it    ?    n    diabetics  was  published.   (It  was 
Office.)  tak6n  °Ver  by  the  U'S-  Government  Printing 
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3.)   "Diabetics  Unknown,"  a  film  for  patients,  families,  and  others 

was  prepared. 
4.)   Campe  Nejeda,  as  an  educational  source  for  children  with  diabetes 

in  New  Jersey,  was  assisted. 
5  )   Diet  counseling  services  were  organized  in  a  number  of  counties. 
6*)   Public  health  nursing  agencies  were  organized  to  give  home 

instruction  in  self-management  procedures  to  patients  and  families 

with  diabetes. 
7  )   A  "Diabetes  Tapes  by  Phone"  series  in  English  and  Spanish  was 
developed  and  made  available  throughout  the  state.   The  texts 
of  the  cassette-recorded  lectures  were  printed  in  booklet  form 

and  distributed.  i  ««.„-« 

8.)  A  number  of  hospitals  were  assisted  in  the  development  of  ambulatory 
patient  education  centers  through  grants-in-aid. 

Most  recently,  we  have  been  engaged  in  the  development  of  the 
"contract  approach"  to  diabetes  patient  education  and  management.   Our 
preliminary  subjective  analysis  of  this  approach  is  that  it  will  be  a 
suitable  means  to  stimulate  a  higher  level  of  patient  compliance, 
through  a  change  in  behavior,  and  it  will  afford  a  well  organized 
educational  system  with  divided  responsibilities. 

Our  current  preoccupation,  in  the  realm  of  patient  education  has 
to  do  with  the  concept  of  third  party  payment  for  ambulatory  diabetic 
patient  education  programs.   As  a  member  of  an  American  Diabetes 
Association  task  force,  I  am  exploring  the  route  by  which  we  can 
demonstrate  improvement  in  the  cost/benefit  ratio  of  ambulatory 
education  vs.  hospital  patient  education,  which  is  the  standard 
approach  at  present. 


Resources 

From  my  discussion  of  our  activities  since  1954,  y°^  ^Q^lT 
New  Jersey  is  "just  what  the  doctor  ordered"  in  terms  of  P.L.  93-354 
and  hopefully,  in  terms  of  future  legislation  which  may  provide 
assistance  at  the  state  and  local  level  for  the  development  of  Diabetes 
Education  and  Treatment  Centers.   Specifically,  our  present  resources 
include  the  following: 

A  state  population  which  is  attuned  to  the  concept  of  diabetes 

detection  and  education.  . 

A  professional  pool  which  is  aware  of  the  inadequacy  of  existing 

patient  education  techniques  and  is  looking  for  systematic 

guidance. 


1.) 
2.) 
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3.) 


4.) 


A  State  Health  Department  Diabetes  Contrnl  Vr-^  ■   ,_ 

years'  experience,  and  a  crusader's  belief  In HTJ  ^^ 

diabetes  education  Deiiet  m  the  advancement  of 

k;ls"„*:l;:«::  b~ith "— » »» •■»•«»..  ... 


srMSSSa'H?'?  -« =-"  ass?" 

Our  Lady  of  Lourdes^ospita i*  rcZeT™  "T^1  K°Spltal  <*>«*«<>«>, 

xnstxtutxona  are  scattered  about  New  Jersey  and  are  ideal  for  th. 

development  of  comprehensive  diabetes  education  ll*   It 

Other  sillied  institutions  are  wai^r^  C^toTe^ 

onir^^ro^iale^nc^  I^^ZISZ?  "F*   — 
^T^ fo^  -"y  ~  »  -^  tbf  actional    thS 


...il"" 
• 


! 
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DIABETES  IN  THE  FIELD 
Lillian  Haddock,  M.D.,  FACP,  and  Tanis  A.  Robles,  M.D.* 


£rom  the  Diabetes  State  Program  of  the  Division  of  Preventive 
edxcxne  of  the  Department  of  Health  of  Puerto  Rico  and  the 

IfTdtine:'  Med±Cine  °f  thG  UniVerSlt^  °f  P— °  ^°  School 
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a  .2  oTsuiLULT:rbef^^:dduLatrioc-r  tffdirtic  patieats 

for  the  education  of  diabetic  patients  oTa"8  """f"6"  in  V1*™^ 
u~„u~  j  ^j-aucLic  patients  on  a  regional  scoDe   A<s  a 


Regionalization  of  Medical  Care  in  Puerto  Rico 

Puerto  Rico  is  an  island  with  an  ara  nfii.ii 
population  of  2,824,631  (1).  '     qUare  mlles  and  a 

In  the  mid-fifties  the  Department  of  Heali-h  „f  p ..  n. 

a  regionalized  health  care  for  theindl  J^T  i  °  ElC°  orSan"ad 

which  comprises  60%  of  our  population  8?"»  ?T  f^"  of  Pue"°  Klco. 
medical  regions  (North,  Northeastern  Eastern  Z \T  ****?  ln  "Ve 
Subsequently,    the  NortheasterTregSn  IttTen  S^L'^*'™*  • 

eig8h"LrsdateUllite0hnehltha  "^  "o^1  "*  ^-r^S  T"' 
cotisinrthe^^i^fregio^r"8  "*  ^^^  H°SpitalS  in  «>*  *— 

The  base  hospital  is  a  referral  hospital  for  the  satellite  h».i*i. 
The  health  centers  provide  outpatient  facii^f  "V"*'  subsP^ialties 

Uz^rJzssi  F  ^  ^-as„:inac^rdf^er 

vhich  areloreign  graduates  "^.^neral  practitioners  moat  of 
C£SS^^S?5M  ^~  oflne   « 


'iabetes  as  a  Health  Problem  in  Puerto  Ri^ 

00,000  population.   In  1967  lt  moved  t*  S^t^.cr^hTr.te  of 
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16.3  deaths  per  100,000  population  and  in  1969  it  moved  to  the  sixth 
place  with  a  rate  of  27.7  deaths  per  100,000  population  (2).   This 
mortality  comprises  death  certificates  in  which  diabetes  mellitus 
appears  as  the  cause  of  death  but  excludes  those  in  which  the  disease 
might  have  contributed  to  the  episode. 

The  increase  in  the  mortality  rate  in  the  past  three  decades  is  due 
to  various  factors.   First,  the  improvement  of  the  medical  care  in 
Puerto  Rico  has  increased  the  span  of  life;  in  1940  the  average  span  of 
life  was  46.01  years  while  in  1969  it  was  70  years  (2).   Diabetes  prevalence 
rate  increases  with  age  having  a  peak  in  the  sixth  to  eighth  decade  of 
life.   In  1969  the  number  of  deaths  increased  in  the  age  group  over  40 
having  a  peak  incidence  in  the  age  group  over  75  years.   Second,  in 
the  last  three  decades  there  is  more  awareness  in  the  part  of  the  medical 
and  paramedical  profession  about  diabetes  mellitus,  its  diagnosis  and 
treatment;  thus  this  has  contributed  to  the  earlier  diagnosis  of  the 
disease.   Third ,  efforts  are  being  made  by  the  Department  of  Health  to 
diagnose  the  hidden  diabetic  through  detection  programs. 

The  prevalence  rate  for  diabetes  mellitus  in  Puerto  Rico  is 
approximately  three  percent  in  the  adult  population.   Forty  percent  of 
the  population  of  Puerto  Rico  is  older  than  30  years.   In  this  age 
group  we  calculate  we  may  have  about  36,000  diagnosed  diabetics  in 
Puerto  Rico  and  about  the  same  number  undiagnosed.   A  registry  of  the 
diabetics  will  give  us  a  more  accurate  figure,  for  we  believe  it  is 
much  larger  than  this  in  the  overall  population. 


Planning  a  Program  to  Meet  the  Need 

Through  questionnaires,  local  visits  and  study  of  the  referrals  to 
the  base  hospitals,  the  needs  for  the  ultimate  care  of  the  diabetic  in 
the  health  centers  and  community  hospitals  were  studied  and  identified. 
The  most  striking  findings  included:   (1)  lack  of  evidence  regarding  a 
continuing  medical  education  of  the  physicians  and  nurses  in  charge  of 
the  care  of  the  patient,  (2)  unavailability  of  an  education  program  for 
the  diabetic  in  any  of  the  health  centers  as  reflected  by  long  trips  of 
the  patient  to  the  health  centers  daily  to  receive  their  daily  insulin 
injections  for  they  did  not  know  how  to  self  administer  the  insulin, 
and  numerous  referrals  to  the  base  hospital  of  patients  with  diabetic ^ 
acidosis,  undiagnosed  hypoglycemia,  cellulitis  and  gangrene,  progressive 
blindness  and  uncontrolled  diabetes,  (3)  the  blood  glucose  samples  were 
sent  to  a  laboratory  of  the  Department  of  Health  in  the  metropolitan 
area  and  it  took  about  two  weeks  to  a  month  for  them  to  get  the  results, 
(4)  on  many  health  centers  a  dietitian  was  not  available  for  dietary 
instruction,  (5)  diabetics  were  being  seen  in  general  medicine  clinics 
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and  an  average  of  30  to  40  patients  were  seen  per  clinic  *nH  (^ 
medical  records  were  extremely  inadequate.  '   nd  (6) 

The  Puerto  Rico  Regional  Medirpl  prnnv,m    j 
data  regarding  the  knowledge  at at  tituoes  of  "the'  Ir  ^"^  C°  gather 
diabetes  (3).   It  showed  that  there  was  very  little      re««ding 
public  regarding  the  mthnM„«-   ^      y  llttle  awareness  in  the 
of  this  disease   ^  a  °Ld  "ist^T1^  treatment  »<*  complications 

and  paramedical  prof esslonalf  and  the",  Z     *   t0  6dUCate  the  nedlcal 
In  general.         «"onals,  and  the  diabetic  patient  but  the  public 

July^O^Tioint^fforrVf/T C°  R1C°  WaS  thuS  «8«^  - 
Department  of  Health  o  Pu  rto  Rico  to§ l0Dal  "edlcal  *«*'»  and  the 
detection  in  diabetes  Lllitus  *  h    ""  a  Pf0ject  of  education  and 
delivery  and  care  of  the^iabLIc^L^n  Zlt^Zl^   ^ 

by  thh:  faculty^  the  stecetiorrof l^cr0'  ?"  "'J8'"  h"  b"°  ^"ad 
Medicine  of  tL  University""  ^J^STlSLS'.^SS^  " 

deli've^rol^aUh'ca'rris'  "elLn"  "^  ^ulation   for  whlch 
Health  of  Puerto  Rico   Sixty  pLc^t^tneVV'6  ^"^  °f 

sL^res^°^rh:  .^^  ■s^^pss-s^rsi. 

t^nealth^.  *"  S^  VSaraf-ffl-jf   -  SS  c°ire  of  in 
Health  d6llVery  SyStemS  °f  th*  -dical  regions  by  the  Department  of 


Objectives   of   the  Program 

^etic^^rrc:  *  «^i£^.cisafiSTs-^ 

The  means  used   to  achieve  our  goals   included-      m    ^o 
of  educational   courses   in  ni.wJ   *        included.      (1)    the  organization 

Lbetes  mell^  cnetertolico  Sdical^nter^^^-  ** 

inaugurated   in  November   1971)      M)    thl  7~  (  latter  was 

inoer   iy/±;5    (3)    the  organization  of  diabetes   clinics 


DM 

m 


tSk 
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for  education,  treatment  and  detection  in  the  health  centers  and 
community  hospitals  in  Puerto  Rico,  (4)  the  preparation  of  education 
materials  such  as  brochures,  pamphlets,  posters,  and  manuals  about 
Diabetes  in  the  Spanish  language,  (5)  the  organization  of  the  Diabetes 
Lay  Society  for  Puerto  Rico  (organized  in  November  1970),  (6)  the 
organization  of  summer  camps  for  javenile  Diabetics,  and  (7)  the 
conduction  of  mass  detection  programs  in  the  five  health  regions  of 
Puerto  Rico. 


Methods  Used  to  Reach  the  Objectives 


Education  Program 


Courses  for  Physicians  and  Allied  Health  Professionals 

In  the  programming  of  a  course  we  follow  the  same  pattern  with  all 
the  groups.   First  we  ask  the  medical  directors  of  the  medical  regions 
and  their  corresponding  health  centers  to  fill  in  a  questionnaire  where 
we  attempt  to  find  out  the  hospital  and  outpatient  facilities  for  the 
care  of  the  diabetic  patient  in  the  various  medical  regions  and  in 
particular  the  hospital  and  health  centers  where  the  group  that  will 
take  the  course  works.   After  the  questionnaire  is  completed  we  visit 
these  hospitals  and  health  centers  to  study  their  needs. 

Each  of  the  persons  who  enrolls  in  the  course  fills  in  a  questionnaire 
which  gives  us  the  following  information:   age,  education,  professional 
experience,  their  experience  in  the  care  of  the  diabetic  patient,  the 
facilities  available  in  the  health  center  or  hospital  where  they  work 
for  the.  care  of  the  diabetic  patient,  and  any  other  miscellaneous 
information  which  they  think  should  be  given. 

A  pretest  is  given  to  the  group  in  order  to  evaluate  their  knowledge 
and  skills  about  Diabetes.   The  course  lasts  three  days  in  the  case  of 
the  physicians  and  the  nurses.   The  methods  used  for  teaching  include: 
lectures,  discussion  periods,  practical  exercises,  and  movies.   At  the 
end  of  the  course  another  test  is  given  to  evaluate  the  knowledge  and 
skills  that  the  group  has  learned  after  they  have  taken  the  course. 
The  effect  that  the  teaching  of  the  individual  has  in  the  care  of  the 
diabetic  at  a  local  level  is  considered  to  be  the  most  significant 
measure  in  the  evaluation  of  our  program. 
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Che  saffle,   and  the  same  ^orJ^^^^ZTesT^l^Ji: 

involvfnailv'ln^hr  "°  ^/l^11^  "-"h  professionals  who  are 
involved  daily  in  the  care  of  diabetic  patients. 

in  S:  B^T^ionrLlitaLf11  ^    ^^  EdUC"i0"  «*  '-ctao.  Center  or 

Sducation  of  the  Diabetic  Patient 

.etectior^nt:"  l^n^the^ilheteTcliniJs6  ^""l  J*""'1"  »d 
•edical  regions  and  health  centers  °rganl2ed  ln  the  V3riouS 


:ducation  Clinics  in  the  Diabetes  Education  „„H  Detection  Center 

reaKtast  under  the  supervision  and  guidance  of  the  dior-i  ,-<=„   t   . 
emonstrations,  and  group  discussion!  are  given  for  an  hour  foH   "T" 
.rsonal  interviews  with  the  physicians,  nurses,  dietitians '  and    '  " 
In  lenders'  Foil"'116  -°UrSe  *"  ™  r'f'™«   ^tt'the  loc.1 


I 
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These  clinics  have  proven  to  be  an  ideal  workshop  for   the  training 
irsefand  dietitians:68"6"8  *"  ^^   StUde""  °*  ^"SS. 

Following  our  example,    the  physicians  and  nurses  who  have  taken  ™,r 
d  h:sphiL6ls0:8anl26d  6dUCatl0n  Pr°8ramS  ln  the  l°calhheahlth  ItZT 
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ganization  of  Diabetic  Clinics 


centers.   The  personnel  provides  orientation  and  guidance  to  the 
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medical  and  paramedical  personnel  at  a  local  level.   The  program  provides 
them  with  educational  material  for  the  patient,  the  paramedical  and  the 
medical  personnel. 

Our  paramedical  personnel  participates  actively  in  the  education 
program. 

Education  to  the  Public 

Our  program  gives  conferences  and  seminars  to  all  civic  groups  and 
institutions  interested.   It  has  presented  numerous  television  educational 
programs,  radio  and  press  communications. 

Development  of  Audiovisual  Material 

Brochures  and  educational  pamphlets  in  the  Spanish  language  have 
been  prepared  which  are  made  available  to  the  public  in  general.   We 
have  received  requests  for  our  material  from  other  Spanish  speaking 
countries  and  from  clinics  in  the  mainland  who  take  care  of  Spanish 
speaking  people. 


a 


Detection  Program 

A  continuous  detection  program  is  available  to  the  public  in  the 
Diabetes  Education  and  Detection  Center  and  mass  detection  programs 
are  conducted  yearly  during  the  Diabetes  week. 


Resources  Available 

In  1970  two-thirds  of  the  budgetary  needs  of  the  program  were  provided 
by  the  Department  of  Health  and  one-third  by  the  Regional  Medical 
Program.   With  the  phasing  out  of  the  Regional  Medical  Program  the 
Department  of  Health  has  provided  additional  funds  to  absorb  the  costs 
in  toto.   The  School  of  Medicine  contributes  the  salary  of  the  Program 
Director  and  one  of  the  Co-Directors.   The  total  yearly  budget  amounts 
to  approximately  $150,000. 

The  program  counts  with  three  physicians,  one  director,  and  two 
co-directors,  two  secretaries,  three  nurses,  two  dietitians,  one 
technologist,  one  .epidemiologist,  one  social  worker,  and  one  laboratory 
aide. 
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Accomplishment 


During  the  last  three  vpars  t-u^   r>  •  i. 
Rico  has  developed  a  comprehensive  oro'f     ^   Pr0gram  of  Pue"o 
detection  and  service  Program  including  education, 

specmfs'ts^in  ES^'ST''  ""  "f  «-«^«>  «  Allows:   (1) 
"alls  of  a  School  of  Muxcine^hlv'e0^'7  "^  C°nfll>ed  t0  the  na~o« 
and  care  of  the  diabeti ^  patienrin  Pu^to^r^^T111  *«  health  dellv^ 
excellence  of  teaching,  service  and  research  which  "^  """^  the 
academia  have  been  made  available  tn  ttl  ,'       eXlsts  ln  the 

continuing  Medical  Education  program  is  avail  W'  PUe"°  Rlc°'  (2)  a 
and  allied  health  professionals  suc\  as  n„r\     t0  UPda"  Ph^"ianS 
dietitians,  health  educators,  social  worked   L"?1"™'818' 
basic  concepts  of  pathoeenesi,  h,-!„  workers.  and  administrators  on  the 
of  diabetes  mellitusoTcreationTru'  '"^^   an"  complications 
Center  which  serves  as  the  base  of  cLlr  T   *ducati°"  and  Detection 

education  and  service  program  (°f       "?•   ""  continuing  medical 
we  have  a  team  working  with  cL  dLw-       "  tlme  ln  Puert°  Rico 
Physicians,  nurses  dietitL*  dlaJet"  Patient ,  which  includes 
urses,  dietitians,  epidemiologist,  and  social  worker. 

attended6  o'ufcourst  ^their""  **r™?^   P—nnel  who  have 
four  years  we  have'conclcr d'ouTer  o t^^T^  ^  *'  ^ 
eastern,  and  western  medical  rJII  ,      \  northeastern,  north, 

trained  in  the  southern  medical re^o ea*°n  »hy  very  few  have  been 
have  attended  our  courses        S      A  C°tal  °f  810  Professionals 

l  -  follows:13!6^  th^rt!^?66"  "F^*" '      *"*   attribution 
-glen,  M  in  the  . £Z  ^^^uT^L^^l^ 

.erXrid'in^hTpas6  fo^fyelrrS^h6"6"011  ^  ^   haVa  "«» 
-st  prandial  blood  glucose   Tne  result,0    "^   "*  US*   the  tw°  ho- 
■nd  doubtful  cases  with  a  return  slip  1 *?"'  ?   the  P°Sltlve  and 
he  new  patient  has  alreadv  IooLh  f  !     W£  S"0uld  be  informed  if 

equest  the  doubtful  case  to  come  to  o    n -^  ""  a"d  in  whlch  »e 
P't  get  a  reply  the  epidemioTgis  visits  tW^t  S"  °T  ^   "  "* 
nd  guidance.  S    visits  them  at  home  for  orientation 

chi::emeCnrofli:uhr6got:i:hi6hlhdaV6tHbeen  °f  en°rnOUS  lmpact  in  a- 

-iety  and  the^rgani^on1  ^r^rforV'  ^  ""T"  ^ 
ie  past  three  years.  Camps  for  Juvenile  patients  for 
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Concluding  Remark 

It  has  been  our  purpose  to  show  how  an  education  program  can  be 
developed  integrated  to  the  delivery  of  patient  care  in  a  system  of 
health  care  where  the  State  is  responsible  for  the  health  delivery  of 
most  of  the  population. 
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Table  i 
DIABETES  STATE  PROGRAM 


Professionals  Par 


ticipating  in  Diabetes  Courses 
1974-75 


Region 

Physi- 
cians 

Nurses 

Dietitians 

Health 
Educators 

Adminis- 
trators 

Other 

Tr»*-o  1 

North 

34 

23 

54 

4 

1 

iotai 

1 

117 

Northeast 

30 

178 

95 

2 

■■ 

- 

305 

East 

33 

73 

15 

1 

7 

- 

129 

South 

1 

- 

13 

- 

— 

^ 

14 

West 

32 

119 

6 

3 

"" 

- 

160 

Caguas 

Subregion 

5 

36 

14 

■ ■ 

— 

55 



135 

429 

197 

10 

8 

1 

780 

: 

! 


I 

: 
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Table  II 

DIABETES  STATE  PROGRAM 

Detection  Program 
(1970-75) 

Known    Percentage 
Total  Positive  Doubtful  Negative  Diabetic  Positive 


1970-71 

3,742 

233 

156 

3,231 

122 

6.4% 

1971-72 

3,711 

194 

89 

3,145 

283 

5.7% 

1972-73 

5,393 

311 

146 

4,521 

415 

5.7% 

1973-74 

4,470 

252 

86 

3,473 

659 

7.0% 

1974 

7,085 

364 

306 

4,807 

1,578 

5.8% 

TOTAL   24,401   1,354 


783 


19,177    3,057 
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APPENDIX  5 
JUVENILE  DIABETES  FOUNDATION 
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What  You  should 
Know  About 

JUVENILE  DIABETES 
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SYMPTOMS  OF  DIABETES 

•  If  you  find  you  are  urinating  frequently,  and  in  large  quantity 

•  If  you  find  you  are  unusually  thirsty 

•  If  you  find  you  are  extremely  hungry,  and  very  often 

•  If  you  find  you  are  suddenly  losing  weight,  for  no  apparent  reason 

•  If  you  feel  weak,  drowsy,  tired 

•If  your  vision  changes  suddenly,  and  you  notice  blurring  or  other 
differences 

•  If  you  have  itching  of  the  genitals  and  skin 

•  If  you  develop  skin  disorders  and  infections 

IF  you  notice  one  or  more  of  these  symptoms,  on  a  recurring  basis- 
you  should  see  a  doctor  and  tell  him  or  her  about  them.  The  doctor 
can  find  out,  through  a  simple  series  of  tests,  if  you  have  diabetes. 

WHAT  IS  DIABETES? 

No  one  is  sure  yet  as  to  what  causes  diabetes  mellitus.  Many  people 
are  trying  to  find  a  cure,  or  at  least  a  better  treatment  for  it  If  you 
have  it,  it  means  that  you  have  a  metabolic  disease.  Metabolism  is  the 
process  by  which  the  body  takes  the  food  we  eat  and  breaks  it  down 
into  elements  and  compounds  that  the  cells  can  use  to  build  and  repair 
tissue,  and  to  produce  energy  to  sustain  life. 

Our  body  makes  a  substance  called  glucose  from  the  sugars  and 
starches  (carbohydrates)  that  we  eat.  In  order  for  the  body  to  use 
glucose  properly,  it  needs  insulin.  Insulin  regulates  the  amount  of  glu- 
cose the  body  makes  use  of.  If  the  glucose  is  not  used  up  properly  too 
much  remains  in  the  blood  stream  and  is  not  used  by  the  cells  to'pro- 
duce  energy.  The  body  is  then  starved  of  that  energy.  The  excess,  or 
wasted,  glucose  then  builds  up  in  the  blood  stream  and  some  of  it 
spills  out  into  the  urine  and  shows  up  as  "sugar  in  the  urine  " 

People  who  have  diabetes  are  not  able  to  produce  enough  insulin 
Some  people  who  have  diabetes  can  make  up  for  this  lack  of  insulin  by 
keeping  to  a  carefully  restricted  diet  which  avoids  too  many  carbo- 
hydrates. } 
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Some  diabetics  can  control  their  blood  sugar  levels  by  taking  special 
pills.  People  who  have  juvenile  diabetes,  however,  are  those  who  must 
take  at  least  one  injection  of  insulin,  every  day  of  their  lives,  in  order 
to  keep  their  metabolism  functioning  properly. 

Most  people  with  juvenile  diabetes  become  diabetics  when  they  are 
children.  However,  no  matter  how  old  they  are,  if  they  take  insulin, 
they  are  always  called  "juvenile-type  diabetics." 


IF  YOU  HAVE  DIABETES 

People  with  juvenile  diabetes  have  to  take  very  good  care  of  them- 
selves. They  must  take  their  injections  of  insulin  at  specified  times  each 
day.  They  must  eat  at  specified  times,  whether  they  are  hungry  or  not. 
They  must  test  their  urine  at  specified  times  during  the  day.  They  must 
be  alert  to  certain  warning  signs  and  respond  to  these  signs  very  quickly. 
Juvenile  diabetes  is  not  an  obvious  disease.  It  is  amazing  to  a  lot  of 
people  to  discover  that  Jackie  Robinson  had  diabetes,  that  Ron  Santo 
and  Bobby  Clarke  and  Mary  Tyler  Moore  and  Dan  Rowan  have  diabetes. 
These  are  people  who  lead  unusually  active  and  useful  lives. 
What's  the  problem,  then? 

To  begin  with,  taking  insulin  every  day  is  the  best  way  we  now  have 
to  give  the  person  with  diabetes  the  hormone  his  or  her  body  does  not 
produce  on  its  own.  But  it's  not  a  very  good  way.  In  the  non-diabetic 
person,  the  amount  of  insulin  and  the  amount  of  sugar  the  body  needs 
is  taken  care  of  automatically  without  our  being  aware  of  it.  The  in- 
sulin and  the  sugar  (glucose)  are  sent  to  different  parts  of  the  body  as 
they  are  needed,  depending  upon  what  we  are  doing  at  the  time.  When 
a  person  has  diabetes,  the  insulin  taken  at,  let  us  say,  7  A.M.  has  its  own 
time  schedule.  That  is,  it  starts  to  act  within  the  body  according  to  its 
own  time  schedule  and  continues  at  its  own  speed,  regardless  of  how 
much  the  person  might  actually  need  at  any  time.  So,  if  a  person  with 
diabetes  wants  to  play  baseball,  or  go  swimming,  the  insulin  he  has 
taken  that  morning  doesn't  take  into  account  the  extra  energy  that 
person  will  be  putting  out  over  the  next  hour.  Thus,  the  diabetic  will 
discover  that  he  is  burning  up  a  lot  of  sugar  because  of  the  exercise  he 
is  doing,  and  will  be  left  with  too  little  sugar  and  too  much  insulin. 
This  causes  an  insulin  reaction,  or  hypoglycemia  (low  blood  sugar). 
Since  this  is  a  dangerous  situation,  and  the  person  can  lose  conscious- 
ness in  a  very  short  time,  the  diabetic  learns  that  before  he  engages  in 
any  strenuous  activity,  he  must  take  extra  sugar  into  his  body  to  make 
up  for  the  sugar  he  will  burn  up  while  exercising.  He  will  take  some 
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candy  or  drink  a  Coca-Cola  or  eat  a  couple  of  oranges,  or  have  some- 
thing else  with  a  lot  of  sugar  in  it. 

If  an  insulin  reaction  occurs,  immediate  treatment  is  necessary  The 
person  should  dnnk  orange  juice  or  eat  some  candy,  or  take  some 
sugar.  However,  if  this  doesn't  control  the  reaction,  or  if  the  person 
becomes  unconscious,  an  antidote  called  glucagon  must  be  injected  in 
the  same  way  that  insulin  is  injected.  If  glucagon  is  not  available  the 
person  must  be  rushed  to  a  hospital. 

On  the  other  hand,  if  a  person  with  juvenile  diabetes  doesn't  take 
his  msuhn  or  takes  too  little,  he  or  she  runs  into  a  different  problem 
This  problem  comes  on  more  slowly.  It  takes  many  hours  or  even 
days,  but  it  can  also  cause  unconsciousness.  A  diabetic  coma  occurs 
when  too  much  sugar  remains  in  the  blood  over  too  long  a  period  of 
time  because  the  body  doesn't  have  enough  insulin  to  use  it  up  prop- 
erly Since  the  body  can't  use  the  sugar  it  needs  for  energy,  it  starts  to 
steal  energy  from  the  fats  stored  in  the  body.  This  causes  acids  called 
ketones  to  be  formed  in  the  body.  If  this  condition  goes  on  too  long 
diabetic  coma  will  occur. 

Today,  there  are  many  different  types  of  insulin,  which  serve  differ 
ent  purposes.  Depending  on  the  life  style  of  the  diabetic,  his  age  and 
his  condition,  one  or  more  kinds  of  insulin  might  be  used  Ea-  type 
has  ,ts  own  characteristics,  and  the  doctor  will  decide  which  kind  the 
person  needs  to  use. 

Keeping  the  balance  between  sugar  and  insulin  in  the  body  of  a  dia- 
betic person  is  not  easy.  In  fact,  it  is  the  most  difficult  part  of  his  day 
because  the  levels  can  change  for  many  different  reasons-physical  ac- 
tmty,  illness  (even  a  head  cold),  infections,  periods  of  growth  tired- 
ness, excitement,  nervousness.  These,  and  other  things  the  person  miriit 
not  even  be  aware  of,  affect  the  balance.  That  is  why  a  person  taking 
msuhn  must  carry  a  supply  of  sugar  or  candy  with  him  at  all  times 
He  should  always  have  orange  juice  (or  something  similar)  available  at 

tlTh      Vl°  mPT m  f°r  ^  perS°n  t0  Carfy  identification  stating 
that  he  is  diabetic,  and  enough  money  to  summon  help,  or  for  taxi  fare 
in  case  he  must  get  to  a  hospital. 

If  a  person  is  found  staggering,  unable  to  speak  clearly,  or  is  already 
unconscious,  many  people  assume  he  or  she  is  drunk,  and  not  in  need 
of  immediate  help.  This  can  be  a  potentially  dangerous  assumption  be- 
cause the  staggering,  confused  or  unconscious  person  may  be  in  a 
severe  insulin  reaction  or  entering  a  diabetic  coma.  It  is  easy  to  know 
if  a  person  is  drunk-you  can  smell  the  alcohol.  If  you  do  not  smell 
alcohol  but,  rather,  if  the  person's  breath  smells  sweet,  or  "fruity" 
and  if  the  person's  skin  is  flushed,  hot  and  dry,  think  of  a  diabetic 
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coma.  If  the  person's  skin  is  pale,  cold,  but  damp  with  perspiration, 
think  of  an  insulin  reaction.  In  either  case,  the  person  needs  immediate 
medical  attention. 

IF  YOU  KNOW  A  DIABETIC 

A  person  who  works,  lives,  or  goes  to  school  with  a  juvenile  diabetic 
should  be  aware  of  the  first  signs  of  an  insulin  reaction.  Sometimes,  it 
can  be  a  sudden  reaction.  Sometimes,  it  comes  on  more  slowly.  It  can 
be  signaled  by  sweating,  weakness,  dizziness,  headache,  heart  pounding, 
a  fast  and  weak  pulse,  irritable  behavior,  mental  confusion.  The  im- 
portant thing  is  to  get  the  person  to  eat  something  containing  a  lot  of 
sugar,  such  as  candy,  or  a  non-diet  soda,  like  Coca-Cola,  quickly. 


C; 
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DIABETES  CAUSES  COMPLICATIONS 

We  do  not  know  what  causes  diabetes-or  how  to  cure  it.  We  do 
know  that  it  is  not  a  simple  disease.  That  is,  it  is  not  only  a  metabolic 
disorder  that  is  corrected  by  taking  insulin,  with  no  further  problems. 

As  time  goes  on,  diabetes  causes  complications  in  organs  and  sys- 
tems throughout  the  body.  It  affects  the  blood  vessels,  especially  the 
arteries,  and  causes  circulatory  problems.  As  the  diabetic  gets  older, 
cuts  and  sores  frequently  do  not  heal  properly  because  of  the  poor 
circulation.  Diabetes  is  the  leading  cause  among  new  cases  of  blindness 
in  the  United  States  today.  It  also  greatly  increases  the  risk  of  heart 
attack,  stroke,  and  kidney  disorders.  It  shortens  the  life  expectancy  of 
its  victims.  Diabetes  is,  to  put  it  simply,  chronic,  complicated,  destruc- 
tive and,  eventually,  in  many  cases,  a  killer  disease. 

But,  there  is  increasing  hope  that  diabetes  and  its  problems  can  be 
helped. 


WHAT  THE  FUTURE  HOLDS 

Medical  science  is  looking  for  two  things:  (1)  a  way  to  control  dia- 
betes in  a  better  way,  and,  in  that  Way,  eliminate  the  complications,  and 
(2)  a  cure  for  the  disease  itself. 

With  these  objectives  in  mind,  researchers  in  laboratories  and  medi- 
cal schools  throughout  the  United  States  and  other  parts  of  the  world 
are  constantly  exploring  new  areas.  Many  interesting  studies  are  now 
going  on. 
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The  insulin  that  non-diabetic  people  produce  is  made  in  the  part  of 
the  pancreas  called  the  islets  of  Langerhans.  The  islets  contain  many 
different  cells,  but  the  beta  cells  are  the  ones  that  actually  produce  the 
insulin.  Research  scientists  are  working  on  the  possibility  of  transplant- 
ing beta  cells  from  a  non-diabetic  person  or  animal  into  a  diabetic  per- 
son. This  might  be  done,  some  day,  through  a  simple  injection  process- 
taking  a  syringe  of  beta  cells  that  are  healthy,  and  injecting  them  into  a 
person  whose  beta  cells  don't  produce  the  insulin.  There  are  many 
problems  yet  to  be  solved:  will  the  cells  be  rejected  as  "foreign"  by  the 
body?  will  the  cells  continue  producing  insulin  in  the  new  body''  will 
the  cells  know  when'to  stop  reproducing,  or  will  they  continue  to  re- 
produce so  that  they  become  like  a  cancer? 

There  is,  in  addition,  the  idea  of  transplanting  healthy,  functioning 
whole  pancreases  from  human  donors.  There  are  the  same  problems 
here  that  scientists  face  with  any  other  transplant  procedure:  the  body 
tends  to  reject  most  transplanted  organs  because  it  regard,  them  as 
foreign  bodies. 

Some  researchers  are  working  on  trying  to  find  a  way  for  insulin  to 
be  taken  orally.  It  would  be  much  more  pleasant  to  be  able  to  take  a 
pill  of  .nsulin  every  day,  instead  of  injecting  oneself  with  a  needle  So 
tar,  this  has  not  worked,  because  the  insulin  is  destroyed  in  the  digestive 
tract  before  it  gets  a  chance  to  start  working. 

Something  more  practical  seems  to  be  possible  with  the  development 
of  an  artificial  pancreas.  An  artificial  pancreas  is  an  instrument  that 
•vould  regulate  the  ratio  of  sugar  and  insulin  by  monitoring  the  blood 
sugar  all  the  time.  It  would  then  feed  some  insulin  into  the  body  as 
needed,  or  feed  some  sugar  into  the  body  if  that  were  needed  These 
artificial  pancreases  would  be  small  enough  to  be  placed  inside  the  body 
of  the  diabetic.  There  would  be  "compartments"  into  which  insulin  and 
glucose  could  be  put,  perhaps  as  rarely  as  once  a  month,  and  stored 
then,  the  artificial  pancreas  could  automatically  provide  the  body 
with  whichever  is  needed,  at  any  moment.  There  are  still  many  techni- 
cal problems  to  be  worked  out  with  the  artificial  pancreas,  however 

Some  researchers  are  working  on  a  hormone,  called  somatostatin 
which  seems  to  inhibit  certain  other  hormones  in  people,  and  appears 
to  be  useful  in  preventing  or  controlling  vascular  problems  in  diabetes 
There  is  much  to  be  learned,  but  certainly,  it  is  exciting  to  think  of  the 
possibility  of  a  substance  which,  when  taken  with  the  insulin  could 
help  avoid  the  complications  of  eye,  kidney  and  heart  disease 

Inen,  of  course,  there  are  people  working  to  find  out  what  causes 
diabetes.  No  one  knows  how  it  is  inherited  or  acquired,  or  how  to  pre- 
dict, in  any  reliable  way,  the  chances  of  a  child  getting  the  disease 
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IF  A  PERSON  HAS  JUVENILE  DIABETES 

He  must  take  his  insulin  every  day. 

He  must  test  his  urine  every  day. 

He  must  carry  candy  or  sugar  with  him  at  all  times. 

He  must  have  emergency  money  with  him  at  all  times. 

He  must  be  carefully  checked  by  his  doctor  at  regular  intervals. 

He  must  remember  to  carry  his  insulin  and  needles  with  him  (in  his 

hand,  not  in  his  suitcase,  which  might  get  lost)  whenever  he  might 

be  unable  to  get  home  at  night,  or  when  traveling. 
He  must  carry  food  with  him  when  traveling,  in  the  event  that  he  gets 

delayed,  that  the  plane  or  train  gets  stuck,  that  the  car  in  which  he 

is  riding  gets  a  flat  tire  in  the  middle  of  some  highway. 
He  must  have  identification  with  him,  indicating  that  he  is  a  diabetic, 

that  he  is  on  insulin  (the  type  and  amount)  and  listing  his  doctor's 

name  and  phone  number. 


KNOW  ABOUT  THESE  SIGNS* 

Insulin  Reaction 
Comes  on  rather  quickly 

Pale,  perspiring  skin 

Dizzy 

Rapid  pulse 

Very  hungry  (sometimes) 

Normal  urination 

Normal  thirst 

Shallow  breathing 

Breath  smells  normal 

Confused,  strange  behavior 

Little  or  no  sugar  in  urine 


Diabetic  Coma 

Comes  on  slowly,  over  a  longer 
period  of  time 

Dry,  hot  skin 

Not  dizzy 

No  rapid  pulse 

Not  hungry 

Excessive  urination 

Excessive  thirst 

Deep,  labored  breathing 

Breath  smells  fruity 

Drowsy,  lethargic 

A  lot  of  sugar  in  urine,  prob- 
ably with  acetone,  as  well. 


♦Adapted  from  How  to  Live  With  Diabetes,  Dr.  Henry  Dolger,  Pyramid  Books. 
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THE  JUVENILE  DIABETES  FOUNDATION 

The  Juvenile  Diabetes  Foundation  is  a  national,  non-profit  volun- 
tary agency  whose  prime  objective  is  to  support  and  fund  research  aimed 
at  preventing  the  complications  and  curing  the  disease  itself 

The  organization  also  serves  the  needs  of  the  diabetic  child  and 
young  adult,  and  their  families,  by  providing  family  counseling  a*  well 
as  other  programs  of  education  and  information,  and  strives  to  alert  the 
general  public  to  the  seriousness  of  juvenile  diabetes. 


The  Juvenile  Diabetes  Foundation 

23  East  26th  Street 

New  York,  NY.  10010 

(212)683-5288 
(212)689-7868 
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What  the  teacher  should  know 
about  the  student  with  DIABETES 
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Available  through  JUVENILE  DIABETES  FOUNDATION 

All  teaches  school  nurses,  principals  lunchroom  personnel,  playground  and  hall  supervisors,  and  bu-. 
drivers  should  be  informed  thai  a  student  has  diabetes  It  is  important  that  all  school  personnel  under 
stand  the  following  fundamentals 

DIABETES  is  not  an  infectious  disease  It  is  a  life-long,  hereditary  condition  resulting  from  a  lack  of 
available  effective  insulin  in  the  body  Without  insulin  the  body  cannot  use  food  properly  Treatment 
consists  of  daily  injections  of  insulin  and  prescribed  dietary  intake. 

INSULIN  REACTIONS  occur  when  the  blood  sugar  level  is  too  low  Insulin  and  Exercise  lowej 
blood  sugar.  Food  raises  blood  sugar  Good  control  reguires  that  these  three  factors  be  balanced 

Reactions  occur  because  of  (1)  too  little  food  or  a  delayed  meal 

(2)  strenuous  exercise  not  covered  by  extra  food. 

(3)  nervous  or  emotional  tension 

(4)  too  much  insulin. 

*SytTiptOmS:  Watch  for  any  of  these  sudden  changes: 

Pallor  •  Excessive  Perspiration  •  Hunger  •  Headache  •  Dizziness 
Blurring  of  Vision  •  Irritability  •  Inappropriate  Responses  •  Crying 
Confusion  •  Inability  to  Concentrate  •  Inventiveness  •  Drowsiness 
Lack  of  Coordination  •  Trembling  •  Abdominal  Pain  •  Nausea 

If  the  reaction  is  not  treated,  Unconsciousness  or  Convulsions  ensue 
Symptoms  may  vary  from  time  to  time 

♦Treatment:  At  first  sign  of  any  of  the  above  symptoms  a  diabetic  must  be  treated  at  once. 

1 )  GIVE  some  form  of  SUGAR  IMMEDIATELY.  (This  will  rapidly  .ncrease  the 
amount  of  sugar  in  the  blood.)  This  can  be:  2  large  sugar  cubes 

Fruit  Juice  (approximately  V2  cup) 
Pop  (V2  cup-not  diet  pop) 
Candy  (equivalent  to  6-7  lifesavers) 
The  child  may  need  coaxing  to  eat 

2)  He  should  improve  within  10  minutes  Then  give  him  additional  food  and 
have  him  resume  normal  school  activities. 

3)  If  the  child  does  not  improve,  call  parents  or  physician. 

DCVrwni  nCICAL  ADJUSTMENT:  Children  with  diabetes  do  not  want  to  be  singled  out 

PSYaf  ^ere^t     Wth  fcj ^xcept.ns  and  with  precautions  taken  to  avoid  insulin  reactions,  they  c. 
and  should "participate  in  all  class  activities.  It  is  important  for  the  adults  in  the  child  1 ;  environm nttc 
gve  him  support  and  understanding  without  being  overly-protective   Do  not  be  unduTy ^concerned 
but  be  aware  of  his  needs.  The  child  usually  knows  a  great  deal  about  his  own  condition. 
•Sypmtoms  and  most  effective  treatments  vary  according  to  the  individual.  I.  is  prudent  to  have  a  confer 
ence  with  parents  to  obtain  specific  information  about  the  indiv.dual  child. 

See  Form  on  reverse  side  -> 
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Diet.  Diabetics  need  to  follow  a  prescribed  diet  Concentrated  sweets  such  as  candy,  frostings  and 
syrups  are  omitted  from  the  child's  diet  The  child  is  taught  to  select  his  own  foods  from  the  school 
lunch  program  or  he  will  bring  his  own  lunch.  The  lunchroom  manager  should  be  aware  of  the  child's 
dietary  needs.  Young  children  may  have  to  be  observed  to  be  sure  they  have  eaten  properly  Many 
diabetic  children  must  have  a  m,d-morning  and  mid-afternoon  snack  to  maintain  the  food/insulin 
balance  li  ,s  important  for  them  to  eat  every  snack  and  meal  on  t.me.  Delay  may  result  in  insulin 
reaction  ' 


Urine  Testing:  One  of  the  primary  obiectives  in  controlling  diabetes  is  to  maintain  the  amount  of 
sunar  .n  the  blood  w„h,n  reasonable  limits  Testing  the  urine  for  sugar  several  times  each  day  serves 
as  an  effective  gu.de  for  proper  management  Tests  should  be  made  before  each  meal.  It  is  advisable 
to  allow  time  before  lunch  for  this  and  make  appropriate  arrangements  for  privacy. 

General  Advice: 

Watch  his  class  performance  before  lunch 
Don't  assign  him  to  last  lunch  period. 
Don't  assign  physical  exercise  just  before  lunch 

If  he  needs  a  mid-morning  snack,  help  him  be  as  inconspicuous  as  possible 
Teachers  and  nurses  should  keep  sugar  readily  available 

Diabetic  children  should  carry  their  own  sugar  and  may  often  recognize  and  treat  their  own  reactions 

Many  diabetic  children  take  extra  sugar  or  nourishment  before  planned  strenuous  exercise   Heln 

them  avoid  reactions.  M 

Diabetic  coma,  a  result  of  uncontrolled  diabetes,  does  NOT  come  on  suddenly  and  generally  is  not  a 
concern  of  the  teacher. 

This  material  may  be  reprinted  for  the  child's  cumu.ative  school  record.  For  additional  information  or  copies  of  this  card  contact: 


Information  to  be  obtained  from  parents  when  conference  is  held  at  beginning  of  school 


term: 


Child's  Name 


Date 


Parents'  Name 


Phone 


Alternate  person  to  call  in  emergency 


Phone 


Physician's  Name 


Address 
Signs  and  symptoms  the  child  usually  exhibits  preceding  insulin  reaction. 


Phone 


i 


! 

I 


Time  of  day  reaction  most  likely  to  occur 

Most  effective  treatment  (sweets  most  readily  accepted). 


Kind  of  morning  or  afternoon  snack. 


Suggested  "treats"  for  in-school  parties 


For  further  information,  please  contact: 

National  Office: 

JUVENILE  DIABETES  FOUNDATION 

23  East  26th  Street 

New  York  City,  New  York  10010 

Telephone:  212-689-7868 


Juvenile  Diabetes  Foundation  is  a  non-profit  organization  dedicated  to  the  prevention  and  cure  of  diabetes 
through  research.  „  '" 
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What  the  counselor  should  know 
about  the  camper  with  DIABETES 

Available  through  JUVENILE  DIABETES  FOUNDATION 

All  counselors,  nurses,  lunchroom  personnel,  and  bus  drivers  should  be  informed  that  a  camper  has 
diabetes.  It  is  important  that  all  camp  personnel  understand  the  following  fundamentals. 


♦::• 


DIABETES  is  not  an  infectious  disease.  It  is  a  life-long,  hereditary  condition  resulting  from  a  lack 
of  available  effective  insulin  in  the  body.  Without  insulin  the  body  cannot  use  food  properly. 
Treatment  consists  of  daily  injections  of  insulin  and  prescribed  dietary  intake. 

INSULIN  REACTIONS  occur  when  the  blood  sugar  level  is  too  low.  Insulin  and  Exercise  lower 
blood  sugar.  Food  raises  blood  sugar.  Good  control  requires  that  these  three  factors  be 
balanced. 

Reactions  occur  because  of  (1 )  too  little  food  or  a  delayed  meal. 

(2)  strenuous  exercise  not  covered  by  extra  food. 

(3)  nervous  or  emotional  tension. 

(4)  too  much  insulin. 

*Symptoms:  Watch  for  any  of  these  sudden  changes: 

Pallor  •  Excessive  Perspiration  •  Hunger  •  Headache  •  Dizziness 
Blurring  of  Vision  •  Irritability  •  Inappropriate  Responses  •  Crying 
Confusion  •  Inability  to  Concentrate  •  Inattentiveness  •  Drowsiness 
Lack  of  Coordination  •  Trembling  •  Abdominal  Pain  •  Nausea 

If  the  reaction  is  not  treated,  Unconsciousness  or  Convulsions  ensue. 
Symptoms  may  vary  from  time  to  time. 

*Treatment:  At  first  sign  of  any  of  the  above  symptoms  a  diabetic  must  be  treated  at  once. 

1 )  GIVE  some  form  of  SUGAR  IMMEDIATELY.  (This  will  rapidly  increase 
the  amount  of  sugar  in  the  blood.)  This  can  be:  2  large  sugar  cubes 

Fruit  Juice  (approximately  Vz  cup) 
Pop(1/2  cup— not  diet  pop) 
Candy  (equivalent  to  6-7  lifesavers) 
The  child  may  need  coaxing  to  eat. 

2)  He  should  improve  within  10  minutes.  Then  give  him  additional  food 
and  have  him  resume  normal  school  activities. 

3)  If  the  child  does  not  improve,  call  physician  or  local  hospital. 

PSYCHOLOGICAL  ADJUSTMENT:  Children  with  diabetes  do  not  want  to  be  singled  out 
as  "different."  With  few  exceptions,  and  with  precautions  taken  to  avoid  insulin  reactions,  they 
can  and  should  participate  in  all  camp  activities.  It  is  important  for  the  adults  in  the  child's  envi- 
ronment to  give  him  support  and  understanding  without  being  overly-protective.  Do  not  be  unduly 
concerned,  but  be  aware  of  his  needs.  The  child  usually  knows  a  great  deal  about  his  own 
condition. 

•Symptoms  and  most  effective  treatments  vary  according  to  the  individual.  It  is  prudent  to  have  a 
conference  with  parents  to  obtain  specific  information  about  the  individual  child. 
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Diet.  D.abet.cs  need  to  follow  a  prescribed  diet.  Concentrated  sweets  such  as  candy  frostings 

51  fdPt  3re  °Tedvfr0m  thG  Chi'd'S  diet-  ™e  kitchen  Personne.  should  be  aw    e       the 
ch.lds  d.eary  needs.  Young  children  may  have  to  be  observed  to  be  sure  they  have  eaten 

tTnT  "foodTn  TTl  Ch"dren  mUSt  haVG  3  mid™9  and  mid-af^rnoon  sn'ack   o  ma  n- 

Z  -uu ^:^:z: "  is  important  for  them  to  eat  every  snack  and  mea-  -  «"*■  D^y 

UrJofsuTa!Mn?h9p:h^°flhe  Prim3ry  objectives  in  controlling  diabetes  is  to  maintain  the  amount 

slrveT      an  eff^LWo  'h T^*  ^  Te8tjn9  the  Unne  f°r  S^  several  «""■■  each  day 
serves  as  an  effective  gu.de  for  proper  management.  Tests  should  be  made  before  each  meal 

Z^^X^  adViSab'e  '°  ^  ««»  ^  ^  *»  ""■  "<  ^^X 

General  Advice: 

Watch  his  performance  before  lunch. 

Don't  assign  heavy  physical  exercise  just  before  lunch. 

If  he  needs  a  mid-morning  snack,  help  him  be  as  inconspicuous  as  possible 

Counselors  and  nurses  should  keep  sugar  readily  available 

Direbaec^ns.i,dren  ^^  """  **'"  ™"  ^  3nd  ™y  0ften  reco9nize  «"d  treat  their  own 

^X^^Z^^^Z^^^  —  P— d  —  exercise. 
"^^^  -  -T  come  on  suddenly,  but  counselor 

buToV  tent  °n  a  therm°S)  °r  ^^  Sh°Uld  be  aVailab,e  for  ni9ht  time  needs  in  camper's 

Before  camp,  diabetic's  physician  should  be  consulted  on  the  possible  lowering  of  insulin  for  a 
busy  camp  schedule,  as  compared  to  the  less  active  school  day  schedule 
Glucagon  should  be  available  in  camp  nurse's  office  for  an  emergency. 


For  further  information,  please  contact: 


JUVENILE  DIABETES  FOUNDATION 
23  East  26th  Street 
New  York,  New  York  10010 
(212)  683-5288 


luvenile  Diabetes  Foundation  is  a  non-profit  organization  dedicated  to  the 
hrough  research. 


prevention  and  cure  of  diabetes 


Give  of  yourself-Give  of  your  time-Give  to       JUVENILE  DIABETES  FOUNDATION 
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vail 


dtajtefft 


good 
Sttfffi 


JUVENILE  DIABETES  FOUNDATION 
COOKBOOK 


Available  from  the  JUVENILE  DIABETES  FOUNDATION 
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APPENDIX  6 
INTERNATIONAL  DIABETES  FEDERATION 
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I.D.F. 

MEMBER 

ASSOCIATIONS 


Addresses 

Chief  Officers 

Membership 

Publications 

Affiliated  and 
Other  Societies 


Replies  received  up  to  31st  March,  1974 


Towards  the  end  of  1973,  a  questionnaire  was  sent 
to  every  Full  and  Associate  Member  Association, 
seeking  up-to-date  information  about  each  Society. 
The  replies  received  so  far  are  given  below,  in  order 
of  foundation.  Details  of  other  Associations  will  be 
published  as  they  are  received. 

1.    BRITISH  DIABETIC  ASSOCIATION 

3-6  Alfred  Place,  LONDON,  WC1E  7EE,  England. 

Formed:  1934. 

Membership:  Lay  Members 

Medical/Scientific 

Paramedical 


40,024 
486 
298 

40^08 


Secretary-General:  Mr.  Robin L.  Allard. 
Publication:  Balance;  every  two  months. 


2.    AMERICAN  DIABETES  ASSOCIATION  Inc. 

1  West  48th  Street,  NEW  YORK,  New  York  10020  USA 
Formed:  1940.  '        '    ' 


Membership: 


Lay  Members 

Medical/Scientific 

Paramedical 


889 

2,989 

108 

3,986 


Executive  Director :  Mr.  Ernest  M.  Frost. 
Publications :    Diabetes;  monthly. 

Forecast;  every  two  months. 
Affiliate  Associations: 

ALABAMA  DIABETES  ASSOCIATION, 

2211  DeRussey  Road,  S.E.,  Huntsville,  Alabama  35801. 
ALASKA  DIABETES  ASSOCIATION, 

P.O.  Box  4495,  Anchorage,  Alaska  99503. 
NORTHERN  CALIFORNIA  DIABETES  ASSO  CIATION 

255  Hugo  Street,  San  Francisco,  California  94122. 
DIABETES  ASSOCIATION  OF  SOUTHFRN 
CALIFORNIA, 

91403 Van  NUyS  Boulevard'  Sherma»  Oaks,  California 

COLORADO  DIABETES  ASSOCIATION, 

1375  Delaware  Street,  Denver,  Colorado,  80204. 
CONNECTICUT  DIABETES  ASSOCIATION 

47  College  Street,  Room  230,  New  Haven,  Connecticut 
06510. 

DELAWARE  DIABETES  ASSOCIATION, 

1925  Lovering  Avenue,  Wilmington,  Delaware  19806. 
DIABETES    ASSOCIATION    OF    THE    WASHINGTON 
D.C.,  METROPOLITAN  AREA,  vvAbHlINUION, 

200l'2BOX  4384'  Tak0ma  Park  Branch>  Washington  D.C. 

FLORIDA  DIABETES  ASSOCIATION, 

P.O.  Box  2003,  Jacksonville,  Florida  30203. 
GEORGIA  DIABETES  ASSOCIATION, 

762  Cypress  Street,  N.E.,  Atlanta,  Georgia  30308. 
DIABETES  ASSOCIATION  OF  GREATER  CHICAGO 

620  N.  Michigan  Avenue,  Chicago,  Illinois  60611. 
DOWNSTATE  ILLINOIS  DIABETES  ASSOCIATION 

100  West  Miller  Street,  Springfield,  Illinois  62702.' 
IDAHO  DIABETES  ASSOCIATION, 

2400  Bella  Street,  Boise,  Idaho '83702. 
INDIANA  DIABETES  ASSOCIATION, 

810  Hume  Mansur  Building,  Indianapolis,  Indiana  46204. 
KENTUCKY  DIABETES  ASSOCIATION, 

226  East  Chestnut,  Louisville,  Kentucky  40202. 
DIABETES  ASSOCIATION  OF  LOUISIANA, 

1121  Louisiana  Avenue,  Shreveport,  Louisiana  71101. 
MARYLAND  DIABETES  ASSOCIATION, 

407  Reisterstown  Road,  Pikesville,  Maryland  21208. 
NEW  ENGLAND  DIABETES  ASSOCIATION, 

1223  Beacon  Street,  Room  107,  Brooklin'e,  Massachu- 
setts 02146. 

MICHIGAN  DIABETES  ASSOCIATION, 

6131  West  Outer  Drive,  Detroit,  Michigan  48235. 
TWIN  CITIES  DIABETES  ASSOCIATION, 

W-414  Meadowbrook  Medical  Building,  6490  Excelsior 

Boulevard,  Minneapolis,  Minnesota  55426. 
DIABETES  ASSOCIATION  OF  MISSISSIPPI, 

1126  Adkins  Boulevard,  Jackson,  Mississippi  39211. 
MISSOURI  STATE  DIABETES  ASSOCIATION, 

11968  Red  Lion,  Florissant,  Missouri  63033.' 
MONTANA  DIABETES  ASSOCIATION, 

P.O.  Box  2088,  Great  Falls,  Montana  59401. 
NEBRASKA  DIABETES  "ASSOCIATION, 

c/o  Dept.  of  Medicine,  University  of  Nebraska  College  of 

Medicine,  42nd  and  Dewey,  Omaha,  Nebraska  68105. 
NEVADA  DIABETES  ASSOCIATION, 

17  Bon  Rae  Circle,  Las  Vegas,  Nevada  89110. 
NEW  JERSEY  DIABETES  ASSOCIATION, 

153  Roseville  Avenue,  Newark,  New  Jersey  07107. 
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NEW  MEXICO  DIABETES  ASSOCIATION, 

1441  Wyoming  Boulevard,  Albuquerque,  New  Mexico 

87112. 
BUFFALO  DIABETES  ASSOCIATION, 

Kcnmore    Mercy    Hospital,    2950   Elmwood    Avenue, 

Buffalo,  New  York  14217. 
NEW  YORK  DIABETES  ASSOCIATION, 

104  East  40th  Street,  New  York,  New  York,  10016. 
NIAGARA  FALLS  DIABETES  ASSOCIATION, 

457  3rd  Street,  Niagara  Falls,  New  York  14301. 
ROCHESTER  REGIONAL  DIABETES  ASSOCIATION, 

1351  Mount  Hope  Avenue,  Rochester,  New  York  14620. 
NORTH  CAROLINA  DIABETES  ASSOCIATION, 

408   North  Tryon   Street,   Charlotte,   North  Carolina 

28202. 
NORTH  DAKOTA  DIABETES  ASSOCIATION, 

221  South  Fourth  Street,  Grand  Forks,  North  Dakota 

58201. 
DIABETES  ASSOCIATION  OF  THE  CINCINNATI  AREA, 

2400  Reading  Road,  Cincinnati,  Ohio  45202. 
DAYTON  AREA  DIABETES  ASSOCIATION, 

184  Salem  Avenue,  Dayton,  Ohio  45406. 
GREATER  AKRON  AREA  DIABETES  ASSOCIATION 

326  Locust  Street,  Akron,  Ohio  44302. 
OKLAHOMA  DIABETES  ASSOCIATION, 

2021  South  Lewis,  Tulsa,  Oklahoma  74104. 
DELAWARE  VALLEY  DIABETES  ASSOCIATION, 

919  Walnut  Street— 4th  Floor,  Philadelphia,  Pennsyl- 
vania 19107. 
LEHIGH  VALLEY  DIABETES  ASSOCIATION, 

1434   North   Broad    Street,    Allentown,    Pennsylvania 
18104. 
PITTSBURGH  DIABETES  ASSOCIATION, 

200  Ross  Street,  Pittsburgh,  Pennsylvania  15219. 

READING  DIABETES  ASSOCIATION, 

2305  Gring  Drive,   Whitfield,   Reading,   Pennsylvania 

19609. 
SOUTH  CAROLINA  DIABETES  ASSOCIATION, 

c/o  Medical  College  of  South  Carolina,  80  Barre  Street, 

Charleston,  South  Carolina  29401 . 
TENNESSEE  DIABETES  ASSOCIATION, 

c/o  Baptist  Hospital,  Room  120,  West  Building,  2000 

Church  Street,  Nashville,  Tennessee  37236. 
DALLAS  DIABETES  ASSOCIATION, 

4232  Herschel  Street,  Dallas,  Texas  75219. 
SOUTH  TEXAS  DIABETES  ASSOCIATION, 

P.O.  Box  1638,  Pasadena,  Texas  77501. 
VIRGINIA  DIABETES  ASSOCIATION, 

University  of  Virginia  Hospital,  Box  145,  Charlottes- 
ville, Virginia  22901. 
WASHINGTON  DIABETES  ASSOCIATION, 

1000  Seneca  Street,  Seattle,  Washington  98101. 
WEST  VIRGINIA  DIABETES  ASSOCIATION, 

1033  Forest  Road,  Charleston,  We„t  Virginia  25314. 
WISCONSIN  DIABETES  ASSOCIATION, 

225  East  Michigan  Street,  Milwaukee,  Wisconsin  53202. 


ASSOCIAZIONE  ITAL1ANA  PER  LA  DIFESA  DEGLI 
INTERESSI  DEI  DIABETICI 


3.    ASSOCIATION  BELGE  DU  DIABETE 

234  b.  Avenue  Churchill,  B-1180  BRUSSELS,  Belgium. 

Formed:  1942. 

Membership:  Lay  Members 

Medical/Scientific 
Paramedical 


4,706 

2,362 

743 

7,811 


Secretary-General :  Dr.  Jean  Pirart 

Publication:  ADD;  every  two  months. 

Other  Society:  BELGISCHE  VERENIGING  VOOR  SUIKER- 

ZIEKEN, 

13  Godshuisen,  B-9000  GENT,  Belgium. 


Via  Delia  Scrofa  14,  ROME,  Itajy. 
Formed.:   1949. 


Membership: 


Lay  Members 

Medical/Scientific 

Paramedical 


1,096 
16 
10 

1,122 


Secretary:  Drssa.  M.  V.  Silvestri. 
Publication:  Giornale  del  Diabetici;  every  two  months. 
Other  Societies:    SOC.  ITALIANA  DI  DIABETOLOGIA. 
ASS.  DEL  DIABETE,  Napoli. 


5.    SOCIEDAD  CUBANA  DE  DIABETES 

Consejo  Cientifico  del  MINSAP,  23  y  N.  Vedado,  HABANA  4, 
Cuba. 

Formed:  1950. 

Membership:  Medical/Scientific  36 

President:  Prof.  Dr.  O.  Mateo  de  Acosta  Fernandez. 
Publication :  none  on  regular  basis.  Number  of  books,  of  which 
President  is  the  author. 


6.     DEUTSCHER  DIABETIKER-BUND 

Marktstrasse  37,  D-6750  KA1SERSLAUTERN,  West  Germany. 

Formed:  1951. 

Membership:  No  figures  given. 

Executive  Officer:  Herr  H.  Burger-Busing. 

Publication:  Diabetes- Journal;  monthly. 

Other  Society:  DEUTSCHEN  DIABETES-GESELLSCHAFT. 


7.     SOCIEDAD  ESPANOLA  DE  DIABETES 

Gonzalo  de  Cordoba  20,  MADRID  10,  Spain. 

Formed:  1952. 

Membership:  Lay  Members 

Medical/Scientific 


1,707 
195 

1,902 


Secretary:  Dr.  J.  L.  Herrera-Pombo. 
Publication:  Diabetes;  quarterly. 

Other  Societies:  LUCHA  ANTIDIABETICA  DE  LA  CRUZ 
ROJA  ESPANOLA. 


8.    DIABETES  FEDERATION  OF  AUSTRALIA 

45  Gawler  Place,  ADELAIDE,  South  Australia  5000. 

Formed:  1953. 

Membership:  1]-000 

Secretary:  Mr.  R.  M.  W.  Hall. 

Publication:  Conquest;  quarterly. 

Other  Societies:  DIABETES  SOCIETY  OF  AUSTRALIA, 

c/o  Dr.  H.  Breidahl, 

421  St.  Kilda  Road,  St.  Kilda,  Victoria. 

State  Associations: 

VICTORIAN  DIABETIC  ASSOCIATION, 

37  Swanston  Street,  Melbourne. 
DIABETES  ASSOCIATION  OF  THE  A.C.T., 

P.O.  Box  149,  Canberra  City. 
TASMANIAN  DIABETES  ASSOCIATION, 

P.O.  Box  6,  North  Hobart. 
DIABETIC  ASSOCIATION  OI    WEST  AUSTRALIA, 

55  Murray  Street,  Perth. 
DIABETIC  ASSOCIATION  OF  NEW  SOUTH  WALES, 

250  Pitt  Street,  Sydney. 
DIABETIC  ASSOCIATION  OF  QUEENSLAND, 

P.O.  Box  372,  North  Quay,  Brisbane. 
DIABETIC  ASSOCIATION  OF  SOUTH  AUSTRALIA, 

45  Gawler  Place,  Adelaide. 
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9.     CANADIAN  DIABETIC   ASSOCIATION 

H9I  Yonge  Street,  TORONTO,  Ontario,  M4T  1Z5 

Formed:  1953. 

Membership:  Lay  Members  n,520 

Medical/Scientific  '140 

Paramedical  _ 


11,660 


Executive  Director:  Mr.  John  W.  Kennady 
Publication:         Newsletter;  quarterly. 

National    Office    Bulletin 
every  two  months. 


(NOB    Bulletin); 


Divisions: 

NOVA  SCOTIA  DIVISION, 

P.O.  Box  763,  Sydney.'Nova  Scotia. 
NEW  BRUNSWICK  DIVISION, 

c/o  11   Franklyn  Avenue,  Moncton,  New  Brunswick 
ONTARIO  DIVISION, 

c/o  873  Avenue  Road,  Apt.  5,  Toronto,  Ontario 
MANITOBA  DIVISION, 

Box  695,  Winnipeg,  Manitoba,  R3C  2K3. 
SASKATCHEWAN  DIVISION, 

c/o  3  Sussex  Crescent,  Regina,  Saskatchewan 
ALBERTA  DIVISION, 

c/o  1416,21  Avenue  N.W.,  Calgary,  Alberta 
BRITISH  COLUMBIA  DIVISION, 

2219  Kingsway,  Vancouver  16,  B.C. 


10.    ISRAEL  DIABETES  ASSOCIATION 

Beth  Harofe,  Heftman  Street,  1,  TEL-AVIV  Israel 
F-ormcd:   1953.  ' 

Membership-  1  .,.,  \»      l 

1  Lay  Members 

Medical/Scientific 

Paramedical 


Secretary:  Mr.  I.  Zelvianski. 
Publication:  Sukeret;  quarterly. 


600 
56 

5 


661 


212 


II.     SOCIEDAD  ARGENTINA  DE  DIABETES 

Av.  Same  Fe  1171,  BUENOS  AIRES,  Argentina. 
Formed:  1954. 

Membership:  Medical/Scientific 

Secretary:  Dr.  Mario  Calvagno 

quabrierly°n:    *™  *   k   S°cMad  *****  *    Diabetes; 
Other  (lay)  Societies: 

(LLAPAD0RGENTINA  °E  PROTECC'ON  AL  D.ABETICO 

Tucuman  1584,  Buenos  Aires 
Publication:  Gacetadel  Diabetica;  three  times  a  year 

ASOCIACION  DEFENSA  DEL  DIABETICO 
Dr.  Julio  Cesar  Brigante". 
Lavalle  1282,  Buenos  Aires. 

teTKlOC,ON  ARGENT,NA  EN  PRO  DEL  NINO  DIA- 

"Prof.  Pedro  Escudero"  (NIDIA). 

Moreno  1959,  Buenos  Aires. 
Publication:  El  Pregon  de  Nidia. 

"aSB°ACDA)C,°N  BAHIENSE  DE  AYU°A  AL  DIABETICO 
Lamadrid  1 10,  Bahia  Blanca.  Prov.  de  Buenos  Aires 

JeS?,CO((A?aD)SANJUAN,NA    DE    AYUDA    AL.   DIA- 

Mendoza  1595,  Villa  Krause,  San  Juan. 

MN '(lo'lAX  DE  AYUDA!AL  DIABETICO  DE  TUCU- 
Buenos  Aires  684,  San  Miguel  de  Tucuman. 


d1sTEACI°N  DE  AYUDA  AL  DIABETICO  DEL  NOR- 

Saenz  Pena  159,  Resistencia,  Chaco. 

ASOCIACION  DE  DIABETICOS  DE  SALTA  (ADIASA), 
Monteagudo  36,  Salta. 

ASOCIACION  DE  DIABETICOS  DE  SANTA  FE, 
Hipolito  Irigoyen  3577,  Santa  Fe. 

Sra^^A^D^  PROTECC,ON  AE  DIABETICO 
Sucre  246,  Cordoba. 

FUNDACION  PARA  ENFERMEDADES  DE  LA  NUTRI 
CION  Y  DIABETES  DE  MAR  DEL  PLATA  (FENDIM) 

Rivadavia  2337,  40  piso,  of.  453/4  Mar  del  Plata,  Prov  de 
Buenos  Aires. 


12. 


DIABETIC  ASSOCIATION  OF  INDIA 

Maneckji  Wadia  Building,  127  Mahatma  Gandhi  Road   Bell 
Lane,  Fort,  BOMBAY  400  001,  India. 
Formed:  1955. 

Membership:  Lay  Members  |,656 

Medical/Scientific  390 


2,046 


Hon.  General  Secretary:  Dr.  N.  G.  Talwalkar. 

Publication:  Madhumeha;    quarterly. 

Other  Societies:  GUJARAT  DIABETES  ASSOCIATION, 

near  Paldi  Bus  Stand,  Ellis  Bridge,  Ahme'da- 

bad7. 

RAJKOT  DIABETIC  ASSOCIATION, 

Kotak  Girl's  Building, 

near  Moti  Tanki,  Rajkot. 


1 3.     SOKERITAUTILIITTO  r.y.-SOCKERSJUKSFOR- 
BUNDET  r.f. 

Kauppakatu  7  A  3,  33200  TAMPERE  20,  Finland. 

Formed:  1955. 

Membership: 

Executive  Officer:  Mr.  Seppo  Marttinen. 

Publication:  Diabetes;   monthly. 

Other  Society:     ENDOKRINOLOGINEN  YHDISTYS 

c/o  Dr.  R.  Pelkonen, 

Helenankuja  I  E, 

02700  KAUNIAINEN,  Finland. 


9,855 


14.     TURK  DIABETIKLER  CEMIYETI 

Harbiye,  Meyva  Sokak  No.  10,  ISTANBUL,  Turkey. 

Formed:  1955. 

Membership:  Lay  Members 

Medical/Scientific 
Paramedical 

Secretary:  Prof.  Dr.  N.  Bagriacik. 
Publications:        Diabet;  quarterly  for  medical  persons. 
Diabet;  quarterly  for  lav  members 


2,500 
45 
43 

2,588 


—_,«..,  i|uaiu.uj  iui  ineuicai  persoi 
Diabet;  quarterly  for  lay  members. 


15 


DIABETIC  ASSOCIATION  OF  BANGLADESH 

(formerly  DIABETIC  ASSOCIATION  OF  PAKISTAN) 
Segun  Bagicha,  Ramna,  DACCA  2,  Bangladesh. 
Formed:  1956. 

Membership:  Lay  Members  683 

Medical/Scientific  80 

Paramedical  42 


Secretary:  Mr. 
Publication: 


805 
A.  G.  Hazari. 

Journal,   Diabetic  Association  oj  Bangladesh- 
quarterly. 
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16.     DIABETIC  ASSOCIATION  OF  THAILAND 

Mongkutklao  Hospital,  Payatai,  BANGKOK,  Thailand. 
Formed:  1956. 

Membership:  Lay  Members  1,416 

Medical/Scientific  32 

1,448 

Secretary:  Dr.  Anek  Yuvachitti. 

Publication:  Diabetic  Journal  of  Diabetic  Association  of 

Thailand;  every  two  months. 


17.     SCHWEIZERISCHE  DIABETES-GESELLSCHAFT 

Stauffacherquai  36,  CH-8004  ZURICH,  Switzerland. 

Formed:  1957. 

Membership:  Lay  Members 

Medical /Scientific 


5,996 
87 


6,083 


Secretary:  Ruth  Jetzer. 

Publication:  Dia-Journal.  First  issue  April,  1974. 

Affiliate  Associations: 

AARGAUER  DIABETES  GESELLSCHAFT, 

Im  Tannengut  7,  5000  Aarua. 
BASLER  DIABETES-GESELLSCHAFT, 

Mittlere  Strasse  35,  4056  Basel. 
BERNE.R  DIABETES-GESELLSCHAFT, 

Waldeggstr.  71,  3097  Liebefeld. 
LUZERNER  DIABETES  GESELLSCHAFT, 

Matthofring  9,  6000  Luzern. 
ZURCHER  DIABETES-GESELLSCHAFT, 

Stauffacherquai  36,  8004  Zurich. 
L1GUE  D'ENTRAIDE  AUX  DIABETIQUES, 

Place  Claparede  4,  1206  Geneva. 
ASSOCIATION  VAUDOISE  DU  DIABETE, 

Case  Postale  583,  1002  Lausanne. 
ASSOCIATION  NEUCHATELOISE  DU  DIABETE, 

Case  Postale  709,  2300  Le  Chaux-de-Fonds. 
ASSOCIATION  VALAISANNE  DU  DIABETE, 

Case  Postale  540,  1950  Sion. 
OSTSCHWEIZERISCHE  DIABETES-GESELLSCHAFT, 

9000  St.  Gallen. 


18.     JAPAN  DIABETIC  SOCIETY 

c/o  Toyo-Bunko  28-21,  Honkomagome  2-chome,  Bunkyo-ku, 
TOKYO  113.  Japan. 
"Formed:  1958. 
Membership: 
Chairman:  Dr 
Publications: 


2,400 


Other  Society: 


Medical/Scientific 
Nobusada  Kuzuya. 

Tonyobyo;  every  two  months  (Medical). 
Sakae;  every  two  months  (Lay). 
JAPAN  DIABETIC  LAY  SOCIETY, 
Jinmaru  Building,  27-4,   Hamamatsu-cho   1- 
chome, 
Minato-ku,  Tokyo  105,  Japan. 


20.     SOCIEDAD  MEXICANA  DU  NUTRICION  V  ENDO- 
CRINOLOGIA,  A.C. 

Av.  San  Fernando  y  Viaducto  Tlalpan,  MEXICO  22,  D.F., 

Mexico. 

FormecFr  1962. 

Membership:  Medical/Scientific  200 

Secretary:  Dr.  Manual  Nava. 

Publication:  none. 

Other  Society:     ASOCIACION     MEXICANA     DE     DIA 

BETICOS,  A.C, 

Apartado  Postal  5-076. 

Mexico  5,  D.F.,  Mexico. 


21.     ASOCIACION  VENEZOLANA  DE  DIABETES 

Urbanizacion  Fundalara,  Avenida  Caracas,  No.  464, 

BARQUISIMETO,  Venezuela,  S.  America. 

Formed:  1966. 

Membership:  Lay  Members  850 

Medical/Scientific  65 

Paramedical  83 


998 


19      SOCIETY  FOR  ENDOCRINOLOGY*,  METABOLISM 
AND  DIABETES  FOR  SOUTHERN  AFRICA 

c/o  Dr.  M.  Katz,  Dept.  of  Obstetrics  &  Gynaecology,  Medical 

School,  Observatory,  7700  CAPE,  S.  Africa. 

Formed:   1959. 

Membership:  Medical,  Scientific  58 

Secretary:   Dr.  M.  Katz. 

Publication:  none. 

Other  Society:     SOUTH    AFRICA    DIABETIC    ASSOCIA- 
TION, 

P.O.  Box  10998, 
Johannesburg  2000,  S.  Africa. 


Secretary:  Sra.  Miguelina  de  Castillo  Navarrete. 
Publication:  Manantial;  quarterly. 

22  SEKTION  DIABETES  IN  DER  GESELLSCHAFT 
FUR  ENDOKRINOLOGIE  UND  STOFFWECHSEL- 
KRANKHEITEN  DER  DDR. 

Zentralinstitut  fur  Diabetes,  DDR-2201   KARLSBURG,  East 

Germany. 

Formed:  1968. 

Membership:  Lay  Members  8 

Medical/Scientific  139 

Paramedical  14 

161 

Secretary:  Dr.  H.  J.  Hahn. 
Publication:  none. 

23.     OSTERREICHISCHER  DIABETIKERVERBAND 

Gesundheitsamt   der   Stadt   Wien,   Schotlenring    24,   A-1010 

W1EN,  Austria. 

Formed:  1971. 

Membership:  Lay  Members 


Medical/Scientific 
Paramedical 


260 
2 
10 

272 


Secretary:  Maria  Kinauer. 

Publication:         Journal  fiir  Gesende  Lebensfuhrung,  Diabetes; 

quarterly. 
Other  Society:     OSTERREICHISCHE  DIABETESGESELL- 

SCHAFT, 

c/o  Dr.  W.  Waldhausl, 

I.  Med.  Univ.  Klinik, 

Spitalgasse  23,  A-1090,  Wien,  Austria. 


24.     EGYPTIAN  DIABETIC  ASSOCIATION 

Drug  Research  and  Control  Centre,  P.O.  Box  29,  CAIRO, 

Egypt. 

Formed:  1971. 

Membership:  Lay  Members  40 

Medical 'Scientific  40 

Paramedical  5 

85 


Secretary:  Prof.  Essam  El  Din  Galal. 

Publication:         none. 

Other  Society:     ASSOCIATION     FOR    DIABETIC    WEL- 
FARE, 
Alexandria. 
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MEMBER 

ASSOCIATIONS 

(continued  from  April  1974  issue) 

1      SVENSKA  DIABETESFORBUNDET 

Box  6609,  S-113  84  STOCKHOLM,  Sweden. 

Formed:  1943. 

Membership:  Lay  Members 

Medical/Scientific 
Paramedical 


19,342 
150 
300 

19,792 


Executive  Director:  Mr.  Ingmar  Nygren-Bonnier. 
Publ.cation:  Diabetes;  every  two  months. 
Other  Society:  SCANDINAVIAN  SOCIETY  FOR  THF 
STUDY  OF  DIABETES 

c/o  Dr.  J.  Ostman, 
Huddinge,  Sjukhus, 
Stockholm. 

2.     DIABETES  VERENINGEN  NEDERLAND 

Duinweg  35,  BOSCH  EN  DUIN  2660,  The  Netherlands 

Formed:  1945. 

Membership:  Lay  Members  27  616 

Executive  Secretary:  Mr.  J.  Rotte. 

Publication:  Diabc;  monthly,  except  July. 

3.    ZAVEZ  DRUSTAVADIJABETICARA  HRVATSKE 

Sinkoviceva  Ulica  br.  8,  ZAGREB,  Yugoslavia 

Formed:  1954. 

Membership:  No  figures  given. 

Executive  Officer:  Mr.  Miladjen  Duro. 

'ublication:  Dijabeticar;  quarterly. 

PHILIPPINE  DIABETES  ASSOCIATION 
pippiS8   UniVCrsity'   Suite  216  ^Pana,   MANILA, 
rormed:  1958. 

Membership:  Medical/Scientific  30 

ecretary:  Dr.  Luis  Mayo  Lao,  M.D. 
ublication:  None. 


DIABETIC  ASSOCIATION  OF  NEW  ZEALAND 

■O.  Box  3656,  WELLINGTON,  New  Zealand 
ormed:  1962. 

rembership:  Lay  Members  1,407 

Medical/Scientific  8 


1,415 


cretary:  Mr.  G.  F.  Vincent, 
iblication:  Diabetic  Review;  quarterly. 


IRISH  DIABETIC  ASSOCIATION 

jfe^SEd56   St'    L™Ce   Road>    Clontarf, 

rmed:  1967. 

mbership :  No  breakdovvn  given .        m 

'n.  Secretary:  Mrs.  P.  Carroll. 

blication:  None,  but  Balance  (publication  of  British 

Diabetic    Association)   issued    to  all   Irish 

members. 


7.     PATRONATO    CONTRA    LA    DIABETES    INr 
INST1TUTO  NACIONAL  DE  DIABETES 

SANTO  DOMmrn'  ^Q-   Barahona,   P.O.   Box  1600, 

sainio  DOMINGO,  Dominican  Republic 

Formed:  1967. 

Membership:                         Lay  Members  W 

Medical/Scientific  90 

Paramedical  4 


104 


President:  Dr.  J.  A.  Hazoury  Bahles. 
Publication:  None. 


8.     KOREAN  DIABETES  ASSOCIATION 

?T/oTTL  °I   Imernal    Medicine,    Yonsei    University 
College  of  Medicine,  SEOUL,  Korea.  university 

Formed:  1968. 

Membership:  Medical/Scientific  80 

Secretary:  Dr.  Kap  Bum  Huh,  M.D. 

Publication:  Journal  0/ the  Korean  Diabetes  Association- 
annually. 


9.     HUNGARIAN  DIABETES  ASSOCIATION 

KOranHunaJar3°r   ""*   2/*'   H"1083   BUDAPEST   VIII, 
Formed:  1970. 

Membership:  Medical/Scientific  120 

Secretary:  Dr.  G.  Tamas,  Jnr. 
Publication:  None. 


DIABETIC  ASSOCIATIONS  NOT  YET 
MEMBERS  OF  THE  IDF 

1.     DIABETIC  SOCIETY  OF  SINGAPORE 

27  C,  North  Canal  Road.  SINGAPORE. 

Formed:  1971. 

Membership:  Lay  Members 
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ASSESSMENT  OF  PROGRAM  EFFECTIVENESS  AT  GRADY  MEMORIAL  HOSPITAL 

John  K.  Davidson,  M.D.,  Ph.D.,  Maria  Alogna,  B.S.N. ,  Mary  Goldsmith, 
B.S.,  R.D.,  and  Tevora  Riley,  R.N. 

Department  of  Medicine,  Emory  University  School  of  Medicine  and 
Medical  Service,  Grady  Memorial  Hospital,  Atlanta,  Georgia 


The  Setting  in  Which  the  Grady  Memorial  Hospital  Diabetes  Unit  Developed: 

Socioeconomically  deprived  patients  who  have  diabetes  mellitus  often 
seek  medical  care  only  when  life  is  threatened  by  acute  or  chronic  com- 
plications, and  many  hospitals  that  provide  care  for  such  patients  lack 
both  the  trained  personnel  and  facilities  that  are  essential  for  adequate 
patient  education,  continuous  long-term  metabolic  control,  and  earlv 
detection.-1  y 

Grady  Memorial  Hospital,  the  primary  teaching  hospital  of  the  Emory 
University  School  of  Medicine,  functions  under  the  Fulton  County-DeKalb 
County  Hospital  Authority,  and  serves  about  350,000  medically  indigent 
patients  in  metropolitan  Atlanta  (population  about  1.7  million).   The 
hospital  provides  care  for  about  8,000  known  diabetics  (82%  black  18% 
white)  and  about  5,000  presently  undiagnosed  diabetics.   More  than  99% 
speak  English,  but  75%  have  less  than  a  ninth  grade  education,  and  many 
are  unable  to  read  or  write.   Experience  with  these  patients  during  the 
last  six  years  has  indicated  that  isolated  lectures  and  other  educational 
activities  which  are  not  coordinated  with  optimal  health  care  delivery 
are  of  little  or  no  value.   On  the  other  hand,  the  same  experience  has 
indicated  that  educational  activities  which  are  carefully  coordinated 
with  access  to  continuing  quality  medical  care  provided  by  knowledgable 
personnel  in  adequate  facilities  are  of  great  value  in  favorably  re- 
orienting the  thoughts  and  actions  of  most  (but  not  all)  such  individuals. 

In  the  last  thirty  years,  technological  advances  and  specialization 
and  subspecialization  in  medicine  have  become  widespread  and  costs  have 
skyrocketed.^  During  the  same  period,  the  public  has  demanded  access  to 
more  and  better  health  care  while  the  number  of  primary  care  physicians 
available  to  provide  such  care  has  declined.   This  has  created  a  serious 
dilemma  for  teaching  hospitals  which  have  traditionally  emphasized  the 
importance  of  episodic  care  for  acutely  and  severely  ill  inpatients, 
usually  under  the  supervision  of  specialists  or  subspecialists.   Train- 
ing programs  which  have  emphasized  the  importance  of  inpatient  care  and 
teaching  have  accounted  for  90%  of  hospital  costs,  and  this  has  of 
necessity  limited  the  amount  of  money  available  to  provide  quality  care 
and  teaching  in  outpatient  clinics  that  deal  with  more  common  but  less 
serious  acute  and  chronic  illnesses  and  with  early  disease  detection  and 


mi 

I 

1 


227 


nil- 


■HI, 


/c   fP Total  needs  of  the  population  will  be  strongly  emphasized, 
•"^duat  Patient  care  will  become  more  comprehensive  and  continuous, 
an Hhy  ici^na  otTer  allied  health  personnel  in  training  * 1  **~ 
more  longitudinal  contact  with  chronic  diseases  such  as  diabetes. 

The  frequency  and  serious  nature  of  the  acute  and  chronic  complica- 
tions presented °l7   its  diabetic  population,  the  lack  of  e^pment  and  of 
facilities  and  an  insufficient  number  of  personnel  to  deal  with  these 
££«  ^  Grady  prior  to  1970  made  It  inevitable  tact e  appro  h  to_ 

s™drrs5oo°:"ebseorrei:;:raiab:rio  ^slssj  (Co2  ,-.  ^ 

M  mEa/O  were  treated.     Two-thirds  of  these  patients  were  treated  in 
rMeoicarELrgency  Clinic  or  the  «* etes  Clinic     neither  of^ch   ^ 

rou/orl it  yceasesPPordd  °ah  letoacioosif  to  he  nnder  tre.t-.nt  in  the 

Medical  Emergency   Clinic  at   the   same   time;   on   these  occasions   the  clinic 

srstiis y  "ratted  *zi£szzx£?£? 

cal  Wards.   Of  the  approximately  150  lower  extremis   ^  ..nar.A   that 
approach  the  conseqnences  of  poor  metabolic  control,  infection  and 

Prevention  of  at  least  some  of  the  more  drastic  consequences  of  the 
chronic  complications,  and  early  detection. 

to  chTn-the" Si^rs^Ud^S/^^i  ^ ?*£" 

Physicians  who  were  available  had  neither  the  time,  nor  «"»«£  *»  a11 
Lcompassins  -lent  to  ma.e  every  change  that  washed .  K ^ 
physician  remains  the  leader  or  tne  team  u  v  . 
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been  responsible  for  the  introduction  of  new  and  better  teaching 
methods  for  medical  students,  interns,  residents,  and  fellows  (about 
650)  who  are  trained  at  Grady  each  year.   At  the  present  time,  it  is 
estimated  that  about  half  of  the  medical  students  and  housestaff  par- 
ticipate in  some  of  the  professional  education  activities  that  are  being 
carried  out  in  the  Diabetes  Unit. 

The  present  Grady  Memorial  Hospital  Diabetes  Unit  evolved  over  the 
last  five  years  and  its  evolution  toward  an  optimal  model  is  continuing. 
Before  describing  the  present  model  and  evaluating  its  effectiveness,  it 
is  desirable  to  outline  the  chronology  of  its  development  (Table  I)   and 
to  enumerate  the  problems  that  were  encountered  along  the  way  and  to  note 
how  they  were  dealt  with  or  solved  (Table  II) . 


Chronology  of  the  Development  of  the  Grady  Memorial  Hospital  Diabetes  Unit 

_  Although  there  has  been  overlap  in  time,  the  growth  of  the  Diabetes 
Unit  can  be  conveniently  divided  into  four  periods:   (1)  21  months 
(September  1968-June  1970)  during  which  the  initial  problems  were 
identified,  some  financial  support  obtained,  and  a  basic  strategy  de- 
veloped; (2)  24  months  (July  1970-June  1972)  during  which  staff  and 
facilities  were  expanded,  some  equipment  acquired,  and  patient  and 
professional  teaching  activities  increased;  (3)  33  months  (July  1972- 
March  1975)  during  which  staff  was  again  expanded,  more  equipment  ac- 
quired, patient  and  professional  teaching  activities  again  increased 
therapeutic  strategy  significantly  revised,  ongoing  audits  of  major 
acute  and  chronic  complications  initiated,  and  collaboration  with  the 
Surgical  Service  re  lower  extremity  lesions  expanded;  (4)  adequate 
facilities  were  occupied  in  March  1975  (Fig.  1-A  &  Fig.  1-B) ,  and  it  is 
anticipated  that  clinical  care  activities  (including  screening),  and 
teaching  and  research  activities  will  continue  to  expand  until  they 
reach  an  optimal  level  within  the  next  few  years.   See  Table  I 


Problems  That  Have  Been  Encountered  and  How  Thev  Have  Bpph  Dealt  With  or 
Solved:  ~~  — — 

_   Table  II  outlines  the  problems  that  have  been  encountered,  the 
initial  and  followup  plans  for  dealing  with  or  solving  them,  and  the 
current  status  of  personnel,  equipment,  facilities,  training,  and  re- 
search, and  sources  of  financial  support. 

Many  changes  have  in  turn  had  unanticipated  favorable  effects.   For 
example:   (1)  the  decision  to  abandon  the  use  of  sulfonylureas  and 
phenformin  led  directly  to  the  rediscovery  of  the  effectiveness  of 
caloric  restriction  and  weight  reduction  in  the  obese  diabetic,  and  this 
m  turn  led  to  a  decrease  in  the  use  of  insulin  in  the  obese  segment 
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of  the  diabetic  population;  (2)  the  use  of  sulfated  insulin  to  treat 
L»lolc  insulin  resistance  helped  decrease  the  net  ence  o  seve_re 
diabetic  ketoacidosis  and  severe  hypoglycemia;  and  (3)  expanded  pro 
fessional  education  activities  improved  the  quality  of  patient  care 
delivered  by  better  informed  professionals  and  provided  continuing 
financial  support  for  more  adequate  training  facilities  which  otherwise 
would  have  been  unavailable. 


5«j 


n.l.Honnhl.  and  Sffftn.  of  the  Components  and  Plans  for  Future  Activi- 
ties  of  the  Diabetes  Unit: 

The  Diabetes  Unit  program  embraces  eight  components  (F^4K 
-^"ll^DCrandlne^diatry1  ulini  ZZZZZlSiZ    and 

IZlT^Z^ZrllB^^"^.    'inpatient  care  for  acute 
and chronic  complications  is  provided  on  the  Observation  War  an  on 
Medicine  and  Surgery  Wards.  Consultation  with  and  cross  referral 
other  services  are  provided  as  indicated  in  fx^jL- 

1   Diabetes  r-- -"'"■"■'  »"■<  Control  Center:   Each  patient  spends  a 
full  day  here  during  which  a  complete  daLa  ba"se  is  collected  and  a  typed 
fobl  ^oriented  melical  record  is  constructed.  The  patien :  an  a 
family  member  if  available,  are  intens "ely  educated   ^J"*^^ 

a^osef  duties  Ty   cTond  ^l^^^^  /        estiLt   d 

Pletebdata  base   collected  will  hav; .annual  ™^™ase1ol- 
the  present   txme,    12  PatientfNare^Ch^e^   -taffed  by   2  MD-RN-RD  teams 

&£°.  thir/tea^oe  add^  ,   TlZ^A^^^^- 
and  supporting  laboratory  technicians,  aides,    secretaries,  and  clerks. 

2.     Diabetes  Clinic:     After  a  complete  data  ba"  ^.^^^f/ 
DDCC,   comprehensive  continuous   followup  care  is  P™^"*"^" 
>y  diabetes  nurse  clinicians  working  as  P»«  "f^te-  ^^^   and 

hh1?^^^^ =-sirF 

^?"?!!k....  P.1.V,  and  Procedure  Manual.   The  clinic  is  staffed  by 
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5  RNs,  2  RDs,  2  resident  fellows,  and  1  faculty  diabetologist,  Fifty 
patients  are  scheduled  for  each  of  10  clinics  every  week  (500  patient 
vists  per  week).  F«*«--»-eiu. 

3.   Podiatry  Clinic:   This  clinic  serves  all  patients  who  have  dia- 
i!  t3'        fD   ■      ,   Intensive  preventive  foot  care  education,  col- 
lection of  Hams  mat  footprints  and  plantar  thermister  readings,  and 
prescribing  of  protective  corrective  shoes  if  needed  is  routine 
Patients  with  neuropathy,  vascular  insufficiency,  and  infections  are 
identified  and  appropriately  treated.   Those  with  foot  ulcers  are  care- 
fully followed  until  the  lesions  have  healed.   There  is  close  continuing 
III   p b°ra^lonJ,etween  the  Vascular  and  Orthopedic  Surgery  Services  and 
the  Podiatry  Clinic  re  serious  foot  lesions,  the  ongoing  amputation 
audit  and  on  weekly  amputation  rounds.   The  number  of  amputations  de- 

havTd^W24?  fTZ  ^   t0  1974  (2°8  tC  158>  108  °f  whom  — e  known  to 
have  diabetes).   The  clinic  is  staffed  by  one  full-time  podiatrist  (with 

a  second  to  be  added)  and  a  podiatrist's  aide.   Each  DDCC  patient  has  a 
complete  podiatry  data  base  collected.   Five  followup  podiatry  clinics 
are  scheduled  each  week. 

„  *',  D-^etes  Professional  Teaching:   Professional  education  activities 
were  started  with  a  two  day  regional  seminar  (100  MDs  and  200  allied 
health  professionals  attending  from  13  southern  states)  on  Problem  Solv- 
ing in  the  Diagnosis  and  Treatment  of  Diabetes  Mellitns  and"  Its  Com^liT 
|atigns  on  Oct.  30-31,  1970.   This  seminar  was  recorded  on  video  tape 
MpH*r«lUpe  US6'   TeachJng  activities  were  supported  by  a  Georgia  Regional 
Medical  Program  grant  from  Sept.  1971  to  June  1973,  and  by  a  Georgia 
Department  of  Human  Resources  grant  from  July  1973  to  the  present?  The 
Diabetes  Unit  in  cooperation  with  the  Georgia  Diabetes  Association  pre- 
sented the  Sixth  Allied  Health  Postgraduate  Course  of  the  American 
Diabetes  Association  on  April  22-24,  1974.   A  syllabuS9  was  published, 
and  the  proceedings  were  recorded  on  video  and  audio  tape  for  future 
use.   A  Policy  and  Procedure  Manual,  disease  process  standards,  and 
educational  algorithms  have  been  printed  and  are  in  routine  use. 
Diabetes  Guidebook:   Diet  Section*  is  used  to  teach  professionals  the 
mechanics  of  successful  diet  therapy.   Adequate  equipment  (video  tape 
Players  and  monitors,  audio  tape  players,  slide  and  movie  projectors, 
etc.)  and  supplies  (over  100  video  tapes,  over  100  audio  tapes,  slides 
films,  and  several  hundred  books  and  journals)  have  been  purchased  and' 
are  being  used  to  teach  physicians,  allied  health  professionals,  and 
members  of  the  house  staff  and  medical  students.   The  course  Modern 
Methods  m  the  Diagnosis  and  Treatment  of  Diabetes  for  physicians  is 
taught  m  six  10-day  sessions  per  year  and  for  allied  health  profes- 

S^cS  ±nA    9mntrSl?  .5_day  sessions  Per  y^-      In  the  last  three  years, 
53  MDs  and  201  allied  health  professionals  (61%  RNs,  34%  RDs)  from 
throughout  Georgia  and  other  states,  have  completed  the  course.   It  is 
taught  by  an  MD-RN-RD  team  which  has  secretarial  support.   Diabetes 
Guidebook:   General  Section,  an  illustrated  manual  containing 
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instructions  for  patients  and  professionals  on  all  aspects  of  the  nature 
and  treatment  of  diabetes  tnellitus  other  than  diet  therapy,  is  now  being 
Prepared  for  publication.   It  is  anticipated  that  professional  teaching 
activities  will  continue  to  expand  during  the  next  few  years. 

5   Diabetes  Research:   Research  activities  have  been  directed  pri- 
.arily  approving  the  quality  of  patient  care.   An  FDA  Investigational 
New  Drug  number  was  obtained  in  1968  for  sulfated  beef  tajdta,«*itl 
effectiveness  in  the  treatment  of  immunologic  insulin  resistance  has 
been  investigated  since  that  time.   Ninety-seven  percent  c >  th e  patients 
treated  have  had  a  good  therapeutic  response.  From  1969-1972  this  re 
search  was  supported  by  an  NIH  grant.   Equipment  and  supplies  for  measur- 
ing serum  insulin  antibodies  and  serum  insulin  were  purchased,  and  these 
assays  are  being  done  on  a  routine  basis.   A  national  collaborative 
study  o^the  treatment  of  immunologic  insulin  resistance  using  su  fated 
uork  insulin  will  be  started  in  the  near  future.   After  oral  agent 
therapy  for  diabetes  was  abandoned  (1970-1971),  the  effectiveness  of 
caloric  restriction  and  weight  reduction  in  the  obese  diabetic  was  re- 
discovered, and  much  clinical  research  has  been  directed  toward  this 
int^tin  phenomenon  during  the  last  ^"•^g^X 
studies  on  two  new  sulfonylurea  agents  (glybunde  and  glipizide)  have 
been  carried  out  during  the  last  four  years.   Screening  for  diabetes 
u  ing Tandom  urine  glucose  levels  as  measured  by  the  glucose  oxidase 
oxygen  rate  method  was  found  to  be  very  effective  6  and  this  study 
being  expanded.   It  is  anticipated  that  additional  studies  will  be 
undertaken  in  the  future  as  financial  support  becomes  available. 

6.   Observation  Ward:   All  patients  with  a  P1"^.;^"5^!-1 

•  i  i-u-i*   tTai-ri   These  individuals  work  closely  with  Starr 

n^fsHl  Tt   who,  have^ompTeLd  the  course  in  ^^_^^^ 
ggP<«  and  Treatment  of  Diabetes.   Nurses  measure  stat  pla  ma  glu 
^^-^^n-^iin^te  method  glucose  analyzer.   After  discharge, 
patients  are  followed  up  in  the  Diabetes  Clinic. 

7.   Inpatient  Diabetes  Teaching  _NJarse_iMejicj:nel:   ^^  °urf^^ 

S=r  irrasf-s  stssrssss  ass-, 

the  random  urine  glucose  oxygen  rate  method. 
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In  1974,  1127  patients  with  diabetes  mellitus  were  admitted  to  the 
medical  service.   This  was  15.5%  of  the  7280  admissions  to  the  Medical 
Service  for  1974.   Of  these,  565  (50%)  were  admitted  because  of  diabetes 
S1;"8  ,and/°VtS  complications:   187  with  severe  diabetic  ketoacidosis, 
322  with  hyperglycemia  (plasma  glucose  > 500  mg/dl,  and/or  moderate- 

nrwl%hrf  h  aCet?nS)  for,metabolic  regulation,  45  with  hypoglycemia,  and 
II  with  a  hyperglycemic  hyperosmolar  state  (serum  osmolality  >  350 
mOsm/L).   The  remaining  562  (50%)  were  admitted  for  treatment  "of  a  prob- 
lem or  problems  other  than  diabetes  mellitus. 

8-   Inpatient  Diabetes  Teaching  Nurse  (Surgery):   This  nurse  is 
assigned  to  the  Surgery  Wards  where  she  works  with  staff  RNs ,  house 
staff,  and  students.   She  supervises  and  assists  in  patient  teachins 
maintains  a  continuing  audit  of  all  diabetics  admitted  to  the  Surges 
Service,  collaborates  with  Vascular  and  Orthopedic  Surgeons  and  a  Podia- 
trist on  the  ongoing  amputation  audit,  and  in  the  future  will  screen  all 
inpatients  for  diabetes  using  the  random  urine  glucose  oxygen  rate  method. 

In  1974,  403  patients  who  had  diabetes  mellitus  were  admitted  to  the 
Surgery  Service.   This  was  10.5%  of  the  3849  admissions  to  the  Surgery 
Service  for  1974.   Of  these,  174  (43%)  were  admitted  for  a  diabetes- 
related  problem:   108  for  lower  extremity  amputation  (because  of  gangrene 
or  osteomyelitis),  12  for  lower  extremity  lesions  not  requiring  amputa- 
tion 32  for  infection,  and  22  for  cataract  extraction.   The  other  229 
nVil   P^o6?tS  had  Problems  that  were  not  primarily  diabetes-related, 
or  the  158  lower  extremity  amputations  at  Grady  in  1974,  108  (68%)  were 
known  to  have  diabetes.   It  seems  likely  that  some  of  the  remaining  50 
had  undiagnosed  diabetes,  since  screening  of  all  inpatients  for  dia- 
betes was  not  started  until  1975. 

At  age  16,  all  juvenile  diabetics  are  referred  from  the  Pediatric 
Clinic  to  the  DDCC  or  DC.   There  is  cross-referral  to  and  from  the 
Obstetrical  Clinic,  and  to  and  from  the  Medical  and  Surgical  Specialty 
and  Subspecialty  Clinics  as  needed.   Plans  are  being  formulated  for' all 
Patients  entering  the  Medical  Emergency  Clinic  and  General  Adult  Clinic 
m  the  future  to  be  screened  routinely  for  diabetes  using  the  random  ' 
urine  glucose  oxygen  rate  method. 


Assessment  of  the  Grady  Memorial  Hospital  Diabetes  Unit  P 
Effectiveness:  " 
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Although  statistically  controlled,  random,  prospective  studies  are 
preferable,  the  cost  of  such  studies  is  prohibitive  when  limited  re- 
sources are  available  to  deal  with  the  needs  of  many  thousands  of 
patients.   However,  one  may  evaluate  program  effectiveness  in  retro- 
spect by  outcome  audits,  process  audits,  patient  satisfaction,  profes- 
sional satisfaction,  and  cost  effectiveness.   The  effectiveness  of  the 
arady  program  has  been  evaluated  in  each  of  these  five  ways. 
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1.   Outcome  Audits:   The  most  dramatic  evidence  of  program  effec- 
tiveness  has  been  the  decrease  in  the  annual  incidence  of  severe  diabetic 
^acidosis  during  the  last  four  years  (1971-1974)  to  30-37%  of  the 
annual  incidence  pre-1970.   Since  oral  agent  therapy  was  abandoned  and 
less  insulin  has  been  used  in  the  obese  segment  of  the  diabetic  popula- 
tion, severe  hypoglycemia  has  decreased  in  frequency,  and  sulfonylurea 
and  phenformin  reactions  (including  lactic  acidosis)  are  encountered 
only  in  non-Grady  treated  patients  who  come  to  the  Medical  Emergency 
Clinic.  Eighty  percent  of  patients  have  lost  weight,  and  plasma  glucose 
levels  are  under  more  satisfactory  control  in  these  patients. _  The  on- 
going amputation  audit  suggests  that  optimal  foot  care  is  beginning  to 
have  an  effect  since  amputations  in  1974  (158)  were  24%  less  than  in 
1973  (208).   If  this  downward  trend  continues  for  several  more  years, 
the  effectiveness  of  optimal  foot  care  will  have  been  established.   Many 
patients  have  been  able  to  resume  work  and  earn  wages  when  diabetes  was 
optimally  controlled.   Outcome  audits  related  to  leng ^  of  life  retin 
opathy,  nephropathy,  neuropathy,  and  adenopathy  will  soon  be  initl^ed, 
but  will  require  several  years  to  determine  what  effect  the  program  has 
had  in  these  areas. 

2.   Process  Audits:   Ongoing  audits  of  patterns  of  practice  (process) 
examine  adherence  to  pr  deviations  from  optimal  patterns"  de  ^fj^ 
established  procedures  and  disease  process  standards.   Audits  of  severe 
acutely  decompensated  diabetes  (C02  .<  10  mEq/L)  ,  hypoglycemia,  and  lower 
extremity  amputations  have  been  carried  out  during  the  last  two  years, 
and  these  audits  indicate  that  patterns  of  practice  have  improved  sig- 
nificantly.  Although  it  is  not  possible  to  quantitate  cause  and  effect 
relationships  and  correlate  them  precisely  with  changes  that  have  oc- 
cur ed  in  patterns  of  practice,  it  is  clear  that  moving  away  from  the 
crisis-oriented  approach  toward  an  approach  that  emphasizes  early    _ 
detection,  indepth  education,  and  access  to  continuing  quality  care  in 
adequate  facilities  has  decreased  the  number  of  acute  complications. 
It  has  also  increased  patient  knowledge  and  has  resulted  in  better 
patient  compliance.   Obesity  is  being  treated  more  successfully  and 
this  in  turn  has  resulted  in  more  optimal  plasma  glucose  control.   New 
techniques,  including  group  therapy  with  peers  who  hav\s"cceSS^^d 
reouced  body  weight,  are  being  explored  with  patients  whc >  have  failed 
on  diet  therapy.   Of  the  20%  who  have  not  yet  responded  to  aggressive 
caloric  restriction,  most  have  been  neurotic  compulsive  eaters,  imma- 
ture juveniles,  alcoholics,  or  psychotics.   It  is  clear  that  knowledge 
Sone  is  not  sufficient  to  alter  favorably  patient  behavior  in  these 
groups. 

3   Patient  Satisfaction:   Patients  are  pleased  to  have  continuous 
access  ^^l^T^^T^ess)    to  RNs ,  RDs,  and  MDs  who  know  them 
as  individuals.   Patients  are  also  pleased  to  be  -clu^  *S  i^fa_ 
members  of  their  own  treatment  team.   The  number  of  visits  to  the  Dia 
beres  unit  has  increased  three-fold  since  1968  (Fifc_3) ,  the  number  of 
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broken  clinic  appointments  has  decreased,  and  the  number  of  complaints 
to  the  administration  concerning  the  operation  of  the  clinic  has  de- 
creased from  several  each  month  to  none. 

4*   Professional  Satisfaction:   There  are  now  enough  trained  personnel 
who  are  working  in  adequate  facilities  using  adequate  equipment  to  deal 
with  the  problems  presented  by  the  entire  known  diabetic  population  in 
an  optimal  fashion.   This  has  increased  the  desire  of  patients  to  learn, 
and  has  motivated  most  of  them  to  favorably  alter  their  behavior.   This' 
in  turn  has  resulted  in  more  optimism,  dedication,  enthusiasm,  and  pride 
m  work  done  among  the  professionals.   The  frustration  of  having  too 
little  time  and  too  little  knowledge  to  deal  optimally  with  diabetes  has 
disappeared.   The  chaos  that  was  common  when  severe  diabetic  ketoacidosis 
was  treated  in  the  Medical  Emergency  Clinic  has  disappeared.   There  is 
now  less  episodic,  and  more  continuous  care.   All  team  members  attend 
conferences  and  rounds,  and  are  involved  in  patient  and  professional 
teaching.   This  provides  on-going  effective  communication  between  all 
who  are  concerned  with  caring  for  the  patient,  including  the  patient 
himself. 


5-   Cost-Effectiveness:   Abandoning  the  use  of  oral  agents  (Fig 


2) 


has  saved  the  hospital  $300,000  in  the  last  four  years,  and  decreasing 
the  number  of  cases  of  severe  diabetic  ketoacidosis  has  saved  the 
hospital  $700,000  in  the  last  four  years.   The  hospital  administration 
has  m  turn  reinvested  this  money  in  professional  salaries,  patient 
education  materials  such  as  Diabetes  Guidebook:   Diet  Section,  equipment 
and  facilities.   This  has  resulted  in  earlier  diabetes  detection  and  more 
optimal  continuing  care. 

To  answer  the  question,  "Is  an  education  program  effective''"   the 
answer  is  "Yes",  provided  that  the  patient  is  cooperative,  provided  that 
the  educational  experience  is  patterned  to  the  patient's  needs,  and  pro- 
vided that  the  patient  has  access  to  continuing  quality  health  care. 
Although  quantitation  of  outcome  re  acute  complications,  re  patterns  of 
practice  (process),  re  patient  and  professional  satisfaction,  and  re 
cost-effectiveness  is  relatively  easy,  quantitation  of  outcome  re  pre- 
vention of  or  delaying  the  appearance  of  chronic  complications  is  much 
nore  difficult  and  will  require  much  more  time.   Available  data  suggests, 
but  does  not  prove,  that  a  good  preventive  foot  care  program  can  decrease 
the  number  of  lower  extremity  amputations.   Data  collection  is  progres- 
sing, new  education  methods  are  being  developed,  and  behavior  modifica- 
tion techniques  are  being  investigated.   If  adequate  personnel  and 
adequate  financing  continue  to  be  available,  clear  cut  answers  to  some 
3f  the  presently  unanswered  questions  should  be  available  in  the  next 
tew  years. 
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Table  I 


CHRONOLOGY  OF  THE  DEVELOPMENT  OF  THE  GMH  DIABETES  UNIT 

September  1968  -  June  19  70 

1.  Initial  problems  identified. 

2.  Some  financial  support  obtained. 

3.  Basic  strategy  developed. 


2. 


3. 


July  1970  -  June  1972 

Observation  Ward  (8  beds)  opened  to  treat  all  DKAs  (August  1970) 
Course  titled  Problem  Solving  in  the  Diagnosis  and  Treatment  of 
Diabetes  Mellitus  and  Its  Complications  held  for  physicians, 
allied  health  personnel,  students,  and  housestaff  (October  30- 
31,  1970). 

Sulfonylurea  and  phenformin  therapy  abandoned  (November  1970  - 
April  1971). 8  Night  Diabetes  Clinics  (opened  Jan.  1971:  closed 
1973). 

Diabetes  Day  Care  Center,  now  named  Diabetes  Detection  and 
Control  Center  (DDCC)  opened  (January  11,  1971)  and  collection 
of  problem  oriented  medical  record  complete  data  base,  evalua- 
tion and  appropriate  revision  of  treatment  program,  and  inten- 
sive patient  education  started. 

Oxygen  rate  method  glucose  analyzer  obtained  to  measure  stat 
plasma  glucoses  in  DDCC  (January  11,  1971),  Diabetes  Clinic 
(Jan.  1971),  and  on  Observation  Ward  (March  1971). 
First  Senior  Resident  Fellow  in  Diabetes-Endocrinology  hired 
(July  1971). 

First  Diabetes  Nurse  Clinician  hired  to  work  in  clinic  (August 
1971).  * 

Diabetes  Guidebook:   Diet  Section*  published  (November  1971) 

and  diet  therapy  and  education  intensified. 

Georgia  Regional  Medical  Program  funding  obtained  to  start 

course  on  diabetes  for  physicians,  nurses,  and  dieticians  in 

practice  (September  1971);  since  July  1973,  this  training 

program  has  been  supported  by  the  Georgia  Department  of  Human 

Resources. 


6. 
7. 
8. 
9. 


July  1972  -  March  1975 

Observation  Ward  bed  capacity  increased  from  8  to  16  (April  1973) 
Senior  Resident  Fellows  in  Diabetes-Endocrinology  increased  from 
1  to  2  (July  1973). 

Ongoing  audit  of  severe  diabetic  ketoacidosis  (CO2  less  than 
10  mEq/L),  hypoglycemia  (plasma  glucose  less  than  50  mg/dl), 
and  amputations  started  (July  1973). 

Therapeutic  strategy  directed  toward  producing  weight  loss  in  the 
obese  diabetic  intensified  by  widespread  use  of  short-term 
inpatient  and  outpatient  fasts  (1  week);  insulin  therapy  used  in 


2. 


3. 


4. 


1 


::;3 
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Table  I  Continued 


5. 
6, 


8. 

9. 
10, 
11 


the  obese  diabetic  only  if  diabetes  acutely  decompensates 

DDCC^RNs  ^creased  from  1  to  2,  RDs  from  1  to  2,  MDs  from  1  to  4 

(3  part-time)  during  1974. 

Resident  manned  Diabetes  Clinic  replaced  (January  1974)  by 

Diabetes  Clinic  manned  by  5  Diabetes  Nurse  Clinicians   2  Senior 

Resident  Fellows  in  Diabetes-Endocrinology,  and  1  faculty 

diabetologist  (fully  operational  January  1975). 

Initial  diabetes  screening  program  using  oxygen  rate  method 

random  urine  glucose  measurement  carried  out  £956  patients 

not  known  to  have  diabetes)  in  General  Adult  Clinic  (July 

"creasing  collaboration  between  Vascular  Surgeons,  Podiatrists, 
JSyBioSeraplsts,  and  Occupational  Therapists  concerning  lower 
extremity  lesions  and  amputations  (started  in  19/4;. 
Teaching  library  of  VJ   tapes,  slides,  films,  books  and  journals 
greatly  expanded  during  1974.  A^A0   „r-it-- 

Policy  and  procedure  manual  and  disease  process  standards  writ 

American4Diabetes  Association  6th  Allied  Health  Postgraduate 
Course  in  Diabetes  held  (April  1974)  and  syllabus  published.* 


(4)  March  1975  -  Future                     (FigureJ^AliSHieJ^)  • 
Adeauate  space  occupied  in  warcn  x?/j  \±±&i . ° 

2  WO  patients  per  day  are  being  seen  in  the  Diabetes  Clinic 

3  ft6rs00anricipared-that  18  patients  per  day  will  be  seen  in  the 
3-  I   at  ^Detection  and  Control  Center  in  the  near  -re  and 

that  all  known  diabetics  will  have  had  a  complete  data  base 
coUected  and  will  have  been  intensively  educated  by  the  end  of 

*•  E^tfsUwiU  ^screened  E  diaoetes  ^TZXfV^ 

mg/dl  and  need  followup  glucose  tolerance  tests,  and  this  group 
includes  essentially  all  of  the  diabetics. ^ 
5.   Teaching  and  research  activities  will  continue  to  expand. 
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Figure  1-A:   Floor  plan  of  the  Diabetes  Clinic,  Diabetes  Detection  and 
—  Control  Center  and  Podiatry  Clinic.   Office  space  is  assigned 

to  professionals  as  noted:   MD,  RN,  RD ,  or  DPM.   Abbrevia- 
tions:  D.C.  =  dressing  closet,  CL.  =  closet,  Pt.  Ed.  = 
patient  education. 

Floor  plan  of  the  Diabetes  Professional  Teaching  and  Diabetes 
Research  sections  of  the  Grady  Memorial  Hospital  Diabetes 
Unit. 

Pattern  of  oral  hypoglycemic  tablet  and  insulin  use  by  Grady 
Memorial  Hospital  (1969-1974).   No  oral  hypoglycemic  tablets 
have  been  used  since  1970,  and  less  insulin  was  used  in 
1973-74  than  in  1971-72. 

Number  of  patient  visits  to  different  components  of  the 
Diabetes  Unit  (1967-1974).   The  Nurses'  Clinic  was  renamed 
Diabetes  Clinic  on  March  10,  1975.   Since  then,  patients  are 
scheduled  for  (1)  The  Diabetes  Detection  and  Control  Center 
(DDCC)  for  complete  data  base  collection  and  education  (2)  The 
Diabetes  Clinic  (DC)  for  followup  or  (3)  The  Podiatry  Clinic 
for  foot  care. 

Figure  4:    Venn  diagram  showing  the  interrelationships  of  the  components 

— of  the  Grady  Memorial  Hospital  Diabetes  Unit  and  patterns  of 

patient  traffic  flow  to  and  from  other  outpatient  and  in- 
patient hospital  areas. 
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igure  1-A: 


Floor  plan  of  the  Diabetes  Clinic,  Diabetes  Detection  and 
Control  Center  and  Podiatry  Clinic.  Office  space  is  assigned 
to  professionals  as  noted:  MD,  RN,  RD,  or  DPM.  Abbreviations: 
D.C.  =  dressing  closet,  CL.  =  closet,  Pt.  Ed.  =  patient  education, 
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HYPOGLYCEMIC  TABLETS  AND  INSULIN  USED  AT 
GRADY  MEMORIAL   HOSPITAL  (1969-1974) 
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Pattern  of  oral  hypoglycemic  tablet  and  insulin  use  by  Gradv 
Memorial  Hospital    (1969-1974).     No  oral  hypoglycemic  tablets 
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Figure  3:  Number  of  patient  visits  to  different  components  of  the  Diabetes 
Unit  (1967-1974).  The  Nurses'  Clinic  was  renamed  Diabetes  Clinic 
on  March  10,  1975.  Since  then,  patients  are  scheduled  for  (1)  The 
Diabetes  Detection  and  Control  Center  (DDCC)  for  complete  data 
base  collection  and  education  (2)  The  Diabetes  Clinic  (DC)  for  fol- 
io wup  or  (3)  The  Podiatry  Clinic  for  foot  care. 
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GRADY  MEMORIAL  HOSPITAL  DIABETES  UNIT 
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-isure  4 


Venn  diagram  showing  the  interrelationships  of  the  components 
of  the  Grady  Memorial  Hospital  Diabetes  Unit  and  patterns  of 
patient  traffic  flow  to  and  from  other  outpatient  and  inpatient 
hospital  areas. 
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PROPOSED  GUIDELINES  FOR  PROGRAMS  ON 
EDUCATION  ABOUT  DIABETES  MELLITUS 
IN  HEALTH  SERVICES  ACTIVITIES 
SUPPORTED  BY  REGIONAL  MEDICAL  PROGRAMS 


Introduction 

Diabetes  mellitus  afflicts  almost  3%  of  the  total  population  of  this 
nation  and  occurs  in  20%  or  more  of  the  aged.   Once  present,  this 
condition  requires  continued,  day-to-day  attention  by  the  patient  and 
his  family  and  frequent  review  by  health  personnel,  including  usually 
physician,  nurse,  dietitian  and  others. 

The  patient  who  develops  diabetes  lives  with  his  disease  for  a  longer 
period  of  time  than  with  almost  any  other  chronic  illness.   Throughout 
its  course  there  are  innumerable  opportunities  for  prevention  of  serious 
acute  and  chronic  complication;  among  these  major  problems  are 
atherosclerosis,  heart  disease,  stroke,  blindness  and  renal  disease. 
Among  the  greatest  health  needs  of  these  individuals  is  a  proper 
understanding  and  knowledge  of  their  role  and  responsibilities  in  the 
control  of  their  chronic  illness.   Thus,  in  any  system  or  setting  in 
which  primary  health  care  is  to  be  furnished,  it  is  essential  that 
there  be  a  well-planned  systematic  approach  to  the  needs  of  the  people 
with  diabetes. 

With  the  advance  in  knowledge  of  management  of  diabetes,  patient 
education  and  support,  any  primary  health  service  unit  —  health 
maintenance  organization  or  other  —  should  be  considered  negligent  if 
it  does  not  offer  a  systematic  program  for  diabetic  education  to  its 
affected  patients. 

Over  the  past  five  years  a  number  of  Regional  Medical  Program- 
supported  projects  have  provided  an  impetus  for  major  contributions  to 
educational  programs  for  patients  and  professionals.   The  changing 
emphasis  presently  appearing  in  Regional  Medical  Programs  toward 
increased  emphasis  on  consumer  health  education,  on  health  maintenance 
rather  than  crisis  care,  on  the  development  of  ambulant  care  in  organized 
primary  health  care  centers,  should  provide  even  greater  opportunities 
for  diabetic  education. 

With  this  background,  the  following  guidelines  have  been  prepared 
with  the  aim  of  encouraging  and  assisting  Regional  Medical  Programs 
to  help  develop  systematic  education  services  for  diabetic  patients  in 
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the  various  types  of  primary  health  care  settings  in  their  regions. 
Such  services  should  also  serve  as  models  for  health  education  of 
patients  with  other  major  chronic  diseases. 


Objective  &  Program  Goals 

The  ultimate  objective  is  to  (1)  make  available  to  every  person 
with  diabetes,  a  systematic  and  appropriate  educational  experience 
covering  diabetes  and  (2)  a  continuing  support  program  capable  of 
achieving  the  recommended  measures  of  treatment  and  health  maintenance. 

Efforts  to  reach  this  objective  must  take  place  in  the  various 
settings  in  which  diabetic  patients  receive  their  primary  and  continuing 
health  care,  including  doctor's  offices,  neighborhood  health  centers, 
family  health  centers,  health  maintenance  organizations  of  all  types, 
hospitals  and  their  clinics,  and  chronic  institutional  settings.   Thus, 
the  major  goal  of  a  diabetes  education  program  must  be  to  provide  the 
necessary  educational  services  in  all  of  these  settings. 

Furthermore,  in  developing  such  a  program,  it  is  essential  to 
recognize  and  deal  with  the  extent  of  unmet  needs  for  diabetes  education 
and  the  severe  limitations  on  meeting  these  needs  in  all  primary  health 
care  settings.   Information  about  these  factors,  which  comes  from 
previous  efforts  of  RMP-supported  diabetes  projects  as  well  as  other 
studies,  includes: 

a)  Recognition  of  the  widespread  lack  of  knowledge  about  diabetes 
and  about  practical  details  of  its  treatment,  among  patients 
and  health  professionals. 

b)  Recognition  of  severe  limitations  on  the  time  of  practicing 
physicians  and  the  scarcity  of  facilities  for  teaching  diabetic 
patients. 

c)  Recognition  of  the  needs  to  develop  and  initiate  new  systems 
designed  to  meet  the  educational  needs  for  diabetic  patients, 
in  both  old  and  new  primary  health  care  settings. 


Specific  program  goals  should  include: 
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1)   Identification  of  the  approximate  number  of  diabetics  being 
cared  for  in  the  various  primary  health  care  settings  of 
communities  in  the  region,  as  well  as  an  estimate  of  the 
additional  numbers  of  persons  with  diabetes  who  will  be  coming 
under  care  in  the  various  settings  as  efforts  to  make  primary 
health  care  i*jre  accessible  become  effective. 
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2)  Identification  of  existing  resources  in  the  region  for 
education  of  diabetic  patients  and  education  of  specialized 
health  personnel  who  can  then  participate  in  educational 
programs  for  patients. 

3)  Development  of  a  plan  for  providing  systematic  and  continuing 
diabetes  patient  education  tailored  to  each  type  of  primary 
health  care  setting.   This  plan  should  include  a  systematic 
statement  of  the  educational  content  and  of  the  educational 
methodology  including  the  specific  educational  roles  of 
various  types  of  health  professionals  and  the  types  of 
educational  materials  and  teaching  aids  to  be  used. 

4)  Development  of  a  plan  for  training  the  specialized  health 
professionals  who  will  be  needed  in  carrying  out  the  diabetes 
educational  programs  in  the  various  settings,  including  the 
utilization  and  strengthening  of  existing  diabetes  educational 
resources  and/or  development  of  new  resources. 

5)  Experience  in  implementing  diabetes  educational  programs  for 
patients  in  each  of  several  types  of  primary  health  care 
settings  in  the  region,  upon  which  refinements  and  expansion 
to  other  health  care  settings  in  the  region  can  be  based. 

Program  Development  &  Staffing 

Program  development  needs  to  proceed  at  two  levels:   First,  at  the 
regional  level  from  which  should  emanate  innovative  leadership,  funding, 
coordination  of  activities  throughout  the  region,  and  evaluation;  and 
second,  within  individual  primary  health  care  settings  or  environments, 
where  the  actual  implementation  of  the  teaching  of  patients  must  occur. 

Experience  in  existing  RMP-supported  and  other  diabetes  educational 
programs  has  provided  considerable  knowledge  which  should  be  a  help  in 
further  program  development  of  the  nature  described  herein  and  should  be 
drawn  upon  in  detail  through  channels  listed  below.   In  brief,  this 
experience  has  shown  that  the  following  staffing  is  essential  at  each  ol 
the  two  levels  of  program  development. 

At  the  regional  level,  it  is  necessary  to  have: 

One  or  more  physicians  with  academic  interest  and  competence  in 
diabeTeTTTnterested^n  innovative  educational  efforts  with  diabetic 
patients  and  other  health  personnel  and  carrying  the  confidence  of 
the  practicing  physicians  in  the  primary  health  care  settings. 
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One  or  more  nurses  with  special  knowledge  about  the  competence 
and  interest  in  diabetes,  capable  of  taking  a  major  role  in  the 
training  of  diabetes  nurse  specialists  for  primary  health  care 
settings. 

Dietitians  or  nutritionists  as  staff  members  or  consultants  in 
developing  training  programs  for  staff  of  the  primary  health  care 
setting  and  the  nutritional  and  dietary  elements  of  educational 
programs  for  patients. 

An  administrator  and  secretarial  assistance  for  the  operation  of 
the  project. 

Consultant  assistants,  including  additional  physicians,  nurses  and 
dietitians  specializing  in  diabetes  to  take  part  as  teachers  in 
training  programs  and  workshops,  and  experts  such  as  health 
educators  in  development  of  educational  materials  and  methodology. 

At  the  level  of  primary  health  care  settings,  essential  staff 
ncludes: 

At  least  one  physician  with  sufficient  competence  and  interest  in 
improving  diabetic  care  to  take  an  appropriate  part  in  patient 
teaching  and  to  support  and  give  medical  guidance  to  nurse  and 
dietitian  specialists  who  will  be  carrying  on  most  of  the 
educational  activity  in  that  setting. 

One  or  more  diabetes  teaching  nurses  who,  having  received  special 
training,  will  be  the  key  persons  in  carrying  out  these  educational 
programs  with  patients  and  in  the  continuing  process  of  reassessment 
of  patient  needs  and  approaches  to  help  them  accomplish  recommended 
preventive  and  therapeutic  measures. 

One  or  more  dietitians  or  nutritionists,  again  with  special  training, 
to  take  an  appropriate  role  in  the  teaching  program  with  the 
diabetic  patients  being  cared  for  in  the  specific  primary  health 
care  setting. 


esources  for  Programs  Development 

An  important  outgrowth  of  the  existing  RMP-supported  diabetes 
ducational  projects  has  been  the  development  of  a  consortium  of  interest 
nd  a  pooling  of  resources  and  experience  which  should  be  valuable  in  the 
ort  of  development  of  programs  described  herein.  A  focal  point  for 
hese  efforts  is  the  Committee  on  Regional  Medical  Programs  and  Diabetes 
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Eeucatio*  Centers  of  the  American  Diabetes  Association.   Further 
information  and  a«»istance  may  be  obtained  from  the  Committee  through 
the  National  Office  of  The  American  Diabetes  Association,  Inc.,  18  East 
41th  St.,  New  York,  N.Y. ,  10017;  telephone  number  (212)  752-8550. 
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PROFESSIONAL  EDUCATION  -  DIETETIC  PERSONNEL 
Dorothea  Turner  and  Mildred  Kauffman 

State  of  the  Art 

An  estimated  5,000,000  persons  in  the  U.S.  currently  require 
treatment  for  diabetes  of  juvenile  or  maturity  onset.   Since  no 
cure  is  now  available,  the  patient  and/or  his  family  must  be  ' 
taught  and  motivated  to  lassume  responsibility  for  lifelonq  man- 
agement of  the  condition.   It  is  also  estimated  that  because 
the  tendency  to  diabetes  is  inherited,  there  are  an  equal  num- 
ber of  persons  with  unidentified  diabetes.   Obesity  is  common- 
ly associated  with  maturity  onset  diabetes  and  its  prevention 
may  prevent  the  onset  of  frank  diabetes  in  persons  over  age  40 
Diet  is  identified  as  one  of  the  major  factors  in  the  prevention 
of  obesity  and  in  management  of  diabetes.  "  Nutrition  education 
and  diet  counseling  are  then  basic  services  required  both  for 
primary  and  secondary  prevention  of  diabetes. 

Data  from  the  Diabetes  Supplement  to  the  National  Health 
Survey  conducted  in  1964-65  (1)  showed  that  22%  of  respondents 
said  that  they  were  not  given  a  diet  and  25%  said  that  they 
were  given  a  diet  but  did  not  follow  it.   Of  the  77%  of  re- 
spondents who  reported  receiving  a  diet,  only  about  3/4  said 
that  they  had  been  taught  how  to  use  it  while  only  53%  of  the 
total  sample  said  that  they  followed  their  diet.  (1)   Of  those 

"^o£"P?rte?  Jf  inVhe  Exchan9e  system,  only  26%  scored  as  having 
good   knowledge  of  it.       However,  dietitians  were  twice  as 
successful  as  nurses  or  physicians  in  influencing  knowledge 
about  diet. (2)  * 

L^  In  i9Z1'-,S^SU:rVey  WaS  made  by  Etzwiler  (5).   Questionnaires 
were  sent  to  100  nurses,  100  dietitians,  and  100  physicians 
throughout  the  U.S.  In  response  to  a  request  to  list  problems 
encountered  in  treatment,  the  following  were  listed:   lack  of 
sufficient  time;  lack  of  patient  cooperation;  lack  of  sufficient 
start.   Problems  encountered  in  using  the  interdisciplinary 
approach  were:   lack  of  communication  between  physician  and 
other  members  of  the  team;  lack  of  planned  educational  program; 
lack  ot  time;  lack  of  teaching  personnel;  lack  of  knowledge  and 
skills  among  health  personnel  to  provide  patient  education. 

In  1973,  Dr.  Mary  Scialaba  made  observations  in  a  number  of 
ambulatory  care  centers.   The  needs  expressed  by  nutritionists 
m  these  settings  were  for:  more  depth  in  bio-sciences,  communi- 
cations, educational  diagnosis,  preparation  of  appropriate 
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media  for  various  learners,  and  modifications  in  methods  of 
teaching  for  various  learners,  more  on  behavior  modification, 
evaluation  of  educational  programs,  better  coordination  and  in- 
tegration with  the  health  team,  legislative  know-how,  political 
science,  cost-benefit  analysis  and  fiscal  planning. 

In  September,  1973,  Dr.  Kelly  West,  in  an  article  titled 
"Diet  Therapy  of  Diabetes:  An  Analysis  of  Failure"  (3)  reviewed 
available  evidence  which  clearly  showed  the  rarity  with  which 
persons  with  diabetes  understood  and  followed  their  diet  pre- 
scriptions. Dr.  West  attributed  failures  to  the  tendency  of 
physicians  to  underestimate  the  formadibility  of  developing, 
implementing  and  adjusting  a  diet   prescription  that  is  both 
acceptable  and  effective  over  a  lonq  period  of  time  and  the 
limited  conceptual  and  technical  knowledge  of  most  physicians 
concerning  dietary  principles,  strategies,'  and  tactics  as  they 
apply  to  the  various  types  of  diabetes.   With  newer  concepts  of 
using  other  health  professionals  as  physician  extenders,  diet- 
itians and  nutritionists  should  increasingly  be  used  as  a  resource 
in  planning  and  implementing  dietary  management  of  diabetes. 
The  question  then  arises  regarding  the  availability  of  dietitians- 
nutritionists  to  assume  these  responsibilities. 

Dietitians  and  nutritionists  are  currently  employed  in 
a  variety  of  community  and  institutional  settings.   The  member- 
ship of  The  American  Dietetic  Association  in  November,  1975, 
numbered  25,631.   Of  these,  10,477  were  employed  in  hospitals 
with  4,984  indicating  major  responsibilities  to  be  clinical  or 
therapeutic  nutrition.   Another  2,916  hospital  dietitians  indicated 
general  responsibilities  probably  including  some  diet  therapy. 
Also  about  800  members  were  employed  as  public  health  nutrition- 
ists  A  survey  conducted  by  Noland  (6)  indicated  that  therapeutic 
dietitians  may  spend  about  12  per  cent  of  their  time  inpatient 
contacts.   On  the  other  hand,  the  major  amount  of  the  time  and 
effort  of  the  public  health  nutritionists  is  largely  educational 
in  nature. 

The  total  amount  of  teaching  time  now  being  devoted 
specifically  to  the  needs  of  the  diabetic  is  unknown.   It  night 
be  speculated  that  the  full  time  equivalent  of  ies*  than  *°°   n 
dietitians  and  nutritionists  is  being  utilized  by  the  5,000,000 
Americans  with  diabetes. 

It  has  been  estimated  by  Etzwiler  that  each  diabetic  might 
need  between  5  and  10  hours  of  education  if  he  is  to  manage  his 
own  diabetes  successfully.   If  the  diabetic  were  Receive  an 
estimated  average  of  5  hours  or  nine  contacts  per  year  for  initial 
and  follow-up  counseling  from  a  dietitian  or  nutritionist,  the 
full  time  equivalent  of  12,000  dietetic  personnel  would  be  re 
quired. 
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Most  health  care  facilities  and  health  agencies  have  not 
TiXttt   Y  f  dreSSed1the  uni^  dietary  problems  create"d\y 
diabetes.   As  a  result,  they  are  understaffed  and  underfunded. 

Because  many  physicians  and  nurses  have  not  accented  the 
dietxtian  or  nutritionist  as  a  full  member  of  ?h«  h^lth  tlr. 
team   frequently  dietitians  or  nutritionists  are  noTinclud^ 
in  planning  for  patient  care,  do  not  have  access    D 
records  and  are  handicapped  by  inadequate       o   p   ^ 
contact.   Inexperienced  dietitians  are  often  re^ctant  £ 
initiate  diet  counseling  for  hospitalized  p2ti!ntS  uStil  «i.- 
charge  diets  are  ordered.  k>**-±mnz.m   until  «is- 

Dietary  counseling  has  not  been  recoan^pH  a«    *-v^»-. 
Inr^lity  of  servIo"°US  °y°le   °f  *»•*•*"*•   •*• «?  *u„dl», 


the 
the 


A  large  number  of  dietitians  and  nutritionists  avail.hl.  +* 


1. 

2. 

3. 
4. 


Individualize  diet  counseling  to  specific  therapeutic 
needs  and  life  styles  of  persons  with  diabetes 

ir/ttt   ade?Uate  orientation  to  dietary  management  to 
the  hospital  or  nursing  home  patient  and 
for  acceptance. 


monitor  him 


5. 


^t  2?  ^cational  diagnosis  of  each  individual  person 
with  diabetes,  evaluate,  select  and  prepare  appropriate 
teaching  aids.   Modify  teaching  methods^ppropr lately 

Provide  continuing  education,  follow-up  and  referral 
that  would  be  reinforcing  and  supportive  to  making 

?orS^hLilfetime   chan^es    in    the   eating   pattern   required 
tor  diabetes   management. 

Utilize  and  communicate  through  the  problem-oriented 
patient  record. 


6.  Provide  for  adequate  referral  to  supportive  community 
agencies.  J 

7.  Meet  the  needs  for  counseling  patients  not  requiring 
hospitalization. 
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Medical  centers  and  health  agencies  throughout  the  United 
States  approach  diabetes  programming  utilizing  the  team  concept 
and  integrating  the  skills  of  the  dietitian-nutritionist  in  the 
planning,  implementing  and  evaluating  of  the  various  facets. 
Many  diltitians-nutritionists  working   in  these  settings  have 
developed  expertise  in  diabetes  screening,  professional,  Patient 
and  public  education  ,  and  diet  counseling,  uniquely  adapted  to 
motivate  and  guide  persons  with  diabetes.  More  such  settings  can 
and  need  To  be   developed  to' serve  as  training  and  resource  centers 
for   dietetic  personnel  as  well  as  for  other  health  personnel 
involved  in  team  therapy.  (7)  (8) 

JUSTIFICATION  OF  NEED 

Dietary  management  is  generally  considered  to  be  basic  to 
the  day-to-day  control  of  diabetes,  to  weight  control,  and  to 
the  lSng  term  nutritional  well  being  of  the  person  with  diabetes. 
Because9 the  required  dietary  modifications  usually  impose  ma:or 
changes  in  long-established  eating  habits  ^/^^^y^  •  ,ed 
as   learning  new  concepts  about  composition  of  food,  individualized 
diet  counseling  is  basic  to  successful  diabetes  management  and 
is  currently  agreed  to  be  a  cornerstone  of  diabetes  patient  care 
and  education.9  The  Registered  Dietitian-Nutritionist  should  be 
the   professional  with  the  expertise  and  sensitivity  to  provide 
meaningfulSeducation  and  motivation  in  ^is  area   Comprehensive 
nutritional  and  dietary  assessment  provide  the  basis  for  the 
physician,  and  for  counseling  the  patient  considering  bxs  food 
Reference,  ethnic  food  patterns,  customary  food  habits,  budget, 
food  preparation  facilities,  family  setting,  level  of  education, 
P^sicai  activity  and  other  factors  relating  to  ^ailable  and 
acceptable  food.   The  nutritional  care  plan  as  part  of  total  patien 
diabetes  management  must  be  developed  in  cooperation  with  the 
total  health  team  and  the  patient  in  making  decisions  about 
what  modifications  in  diet  he  can  accept  and  live  with. 

Diet  teaching  aids  and  educational  materials  of  stable 
language  and  reading  level  are  tools  to  convey  inJ°™^ion 
needed  about  nutritional  needs,  food  composition  and  food  choices. 

initial  diet  counseling  for  diabetes  is  used  to  assess  patient 
needs,  capabilities  and  develop  rapport  as  well  as  to  be ^  «e 
counseling  process.   Follow-up  counseling  "needed  for  cont inuing 
dietarv  adaptation,  reinforcement,  encouragement  and  support. 
Added  in?ormation  must  be  provided  as  the  patient  -quests  and 
rpmiires  it  and  as  his  needs  change.   Nutritional  care  plans 
and  oflow-up  should  be  documented  in  the  medical  -cord  and 
communicated  to  other  health  prof essiona  J^^^^^^^oyed9 
I^hfme^^rcenter^^nfe  ."S£K  E£SS  clinic,  or 
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in  group  medical  practice  and/or  public  health  nutritionists  in 
community  health  agencies  are  the  primary  resource  persons  to 
provide  diet  counseling  to  patients  with  diabetes.   Nutritional 
assessment  and  continuing  counseling  improves  the  potential  for 
the  patient  to  assume  responsibility  to  manage  his  diabetes  more 
effectively  with,  or  without  medication.   Physicians,  nurses,  social 
workers  and  other  therapists  must  appreciate  the  nutritional 
basis  of  diabetes  management  so  that  other  aspects  of  treatment 
are  coordinated  and  so  that  support,  encouragement,  and  rein- 
forcement is  given  to  the  diet  counseling. 

Since  diet  is  agreed  to  be  a  major  part  of  treatment  the 
dietitian-nutritionist  must  participate  in  program  planning 
and  patient  care  as  well  as  in  professional  education  for  other 
members  of  the  health  team.   This  involvement  with  the  total 
team  motivates  patients,  makes  the  team  aware  of  limitations  of 
patients,  and  families  compliance. 

Any  standards  established  for  diabetes  care  should  be  written 
to  include  delineation  of  the  nutrition  assessment,  nutritional 
care  and  diet  counseling  component.   This  is  needed  to  provide 
uniform  quality  of  service,  basis  for  evaluation  and  dietary  audit, 
and  to   serve  as  the  basis  for  costing  and  cost  reimbursement. 
Nutritional  services  must  be  specifically  identified  for  funding 
through  third  party  payment  mechanisms  which  might  be  established 
in  National  Health  Insurance  as  well  as  currently  available  health 
insurance.   At  the  White  House  Conference  on  Food,  Nutrition  and 
Health ^  (9)  it  was  "specifically  recommended  "that  the  services  of 
a  nutritionist  should  be  made  reimbursable  under  Medicare  and 
Medicaid  and  other  third  party  programs  and  agencies,"   Until 
nutrition  services  are  clearlv  identified  for  cost  reimbursement, 
they  must  compete  for  available  funding  with  other  health  education 
services. 


FUNCTIONS  OF  THE  DIETITIAN/NUTRITIONIST  IN  DIABETES  PROGRAMMING 


1. 


2. 


In  cooperation  with  the  core  planning  group  of  the  diabetes 
program,  participates  in  developing  policies,  standards, 
strategies  and  evaluation  for  diabetes  program  according 
to  needs  identified  in  the  population  to  be  served  and  over- 
all program  for  diabetes  prevention  and  control. 

Function  as  the  resource  person  in  the  area  of  nutrition, 
food  and  dietary  needs  of  persons  with  potential  and  diagnosed 
diabetes,  to  plan  and  conduct  education  of  the  public, 
patients,  and  their  families,  plus  members  of  the  health 
team. 


3. 


Assess  nutritional  status  and  needs  utilizing  nutritional 
assessment  methodology  including  diet  history;  medical, 
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4. 


5. 


6. 


7. 


8. 


1. 


2. 


3. 


9. 


anthopmetric  and  laboratory  data;  medical  and  social 
history,  etc.,  and  taking  into  account  activity,   physio- 
logic state,  age,  drug  and  other  therapy,  food  preferences, 
educational  level  and  socio-economic  and  cultural  determi- 
nants. 

Develop  and  implement  nutritional  care  plan  based  on  the 
assessment  coordinated  with  medical  orders  and  related 
patient  care  plans. 

Provide  and/or  arrange  for  initial  and  followup  coun- 
seling related  to  the  nutritional  assessment  and  continuing 
needs  of  each  individual  with  diabetes  and  his  family. 

Communicate  with  health  team  members  verbally  at  staff  or 
case  conferences  and  in  writing  in  patient  records  and 
through  other  accepted  channels  of  communication. 

Provide  or  arrange  for  any  appropriate  food  service  based 
on  accepted  standards  of"  nutrition  and  dietary  management 
of  diabetes  (hospital,  nursing  home,  school,  camp,  child 
day  care,   meal  program  for  the  elderly,  etc.) 

Catalog  and  refer  to  appropriate  community  service  programs 
which  may  help  persons  with  diabetes  meet  their  food  needs 
such  as  food  stamp  program,  home  delivered  meals,  home- 
maker  services,  congragate  meals,  public  health  services, 
etc. 

Monitor  and  evaluate  all  aspects  of  nutritional  care  program 
for  persons  with  diabetes  in  the  institutional  and/or 
community  setting. 
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PROFESSIONAL  EDUCATION:   NURSES 
Patricia  Lawrence,  RN  and  Barbara  Christman,  RN 


I.   STATEMENT  OF  THE  PROBLEM 

In  spite  of  the  fact  that  nurses  in  almost  every  setting  are  con- 
stantly caring  for  diabetic  patients  and  are  in  prime  positions  for 
influencing  the  care  which  diabetic  patients  will  give  themselves,  it 
has  been  demonstrated  repeatedly  that  the  knowledge  upon  which  many 
nurses  are  providing  this  care  is  severely  limited.   For  example,  Dr. 
Donnell  Etzwiler  identified  severe  deficiencies  in  the  knowledge  of  the 
nurses  whom  he  studied  in  1967,  and  concluded  that  "results  indicate 
that  a  great  deal  of  the  patients'  lack  of  understanding  of  diabetes 
may  stem  from  management  by  poorly  informed  professional  personnel" (8) . 
Other  studies  and  observations  have  continued  to  indicate  the  same 
lacks.   For  instance,  the  staff  of  the  Diabetes  Project  of  the  North 
Carolina  Regional  Medical  Program  pre-tested  a  large  number  of  staff 
nurses  before  conducting  educational  programs,  and  found  that  scores 
ranged  from  17%  to  100%  (average  score  of  approximately  68%)  on  material 
which  was  considered  to  be  extremely  basic  information  about  diabetes 
(2). 

The  demonstrated  lack  of  knowledge  about  diabetes  is  also  being  felt 
acutely  by  the  nurses  themselves,  who  turn  out  in  large  numbers  for 
continuing-education  offerings  related  to  diabetes.   Attendance  at  the 
courses  offered  by  the  American  Diabetes  Association  and  by  other 
national  and  local  groups  has  often  been  overwhelming.   At  least  one 
state  (North  Carolina)  has  a  faculty  member  within  the  state-university 
school  of  nursing  whose  job  is  primarily  defined  as  providing  continuing 
education  to  nurses  about  diabetes,  and  courses  which  are  offered 
through  this  program  continue  to  be  in  great  demand  and  to  draw  a  large 
and  enthusiastic  attendance. 

Diabetes  teaching  has  traditionally  been  done  primarily  by  general- 
ists,  and  the  documented  evidence  of  poor  knowledge  and  performance  on 
the  part  of  patients  (3,4)  attest  to  the  fact  that  the  job  has  not  been 
accomplished.   Because  of  the  vast  amount  of  teaching  that  is  required 
by  diabetic  patients  on  a  continuing  basis,  it  is  unrealistic  to  think 
that  generalists  (either  nurses  or  physicians)  can  provide  this  teaching 
in  addition  to  the  multiple  other  demands  on  their  time  and  energies. 
It  therefore  seems  apparent  that  adequate  teaching  will  be  carried  out 
only  by  utilizing  health  professionals  who  are  employed  primarily  for 
that  purpose.   Because  of  the  orientation  of  nurses  toward  patient 
teaching,  it  would  seem  that  a  majority  of  such  individuals  would  emerge 
from  that  professional  base. 


271 


Over  the  past  few  years  there  have  been  increasing  numbers  of 
positions  available  for  nurses  to  specialize  in  diabetic  care.   But  in 
spite  of  the  recent  increase  in  many  parts  of  the  country,  a  1973  survey 
by  Ames  Company  of  all  (7,000)  hospitals  in  the  country  indicated  that 
only  20%  of  those  which  responded  (approximately  34%  of  the  question- 
naires were  returned)  had  what  they  termed  a  "formal"  patient-education 
program  for  diabetics,  and  only  7%  of  those  responding  had  a  person 
devoting  full  time  to  the  program  (5).   No  such  data  are  available  for 
primary-care  or  other  community  settings,  but  clearly  there  is  need  for 
additional  teaching  programs  and  positions. 

II.   IMPACT  OF  THE  PROBLEM 

The  results  of  the  inadequacies  on  the  parts  of  nurses  are  reflected 
in  part  in  such  studies  as  those  by  Watkins  etal.  (3,4)  in  which 
patients  showed  an  astounding  lack  of  knowledge  about  diabetes  and  an 
extremely  high  rate  of  errors  in  carrying  out  the  diabetic  regimen. 
Further  difficulties  ensue  when  nurses  with  inadequate  knowledge  provide 
other  types  of  care,  such  as  caring  for  a  patient  in  ketoacidosis  or 
after  surgery. 
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III.   STATE  OF  THE  ART 

Identified  below  arc  several  critical  factors  which  influence  the 
recommendations  for  dealing  with  the  identified  problems: 

1.   The  problem  of  inadequate  knowledge  on  the  part  of  practicing 
nurses  might  be  dealt  with  on  two  levels: 

a.   Undergraduate  education:   Undergraduate  nursing  education  is 
now  changing  from  a  primarily  hospital-based  diploma  train- 
ing, to  education  provided  by  institutions  of  higher 
education.   As  this  change  has  come  about,  many  different 
types  and  forms  of  curricula  have  evolved.  Many  have  content 
which  is  interwoven  into  the  curriculum  in  such  a  way  that 
it  would  be  a  monumental  task  to  determine  exactly  what 
content  is  being  taught  throughout  the  country  in  specific 
content  areas,  and  a  study  to  determine  this  would  probably 
yield  ineffective  results.   It  is  also  recognized  that  pro- 
fessional education  on  the  undergraduate  level  must  of 
necessity  be  of  a  somewhat  general  nature,  with  the  em- 
phasis placed  on  the  principles  and  theories  underlying  the 
functions  of  the  profession. 

It  is  therefore  not  seen  as  feasible  to  launch  a  major 
campaign  to  study  and/or  alter  undergraduate  curricula  as 
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they  relate  to  a  specific  disease  entity.   This  decision 
is  strengthened  by  the  fact  that  the  attrition  rate  from 
nursing  following  graduation  is  relatively  high,  and  money 
and  effort  might  better  be  utilized  in  the  areas  of  graduate 
and  continuing  education.   This  is  not  to  say,  however, 
that  efforts  to  improve  the  diabetes  content  and  the  team 
concept  of  health  delivery  in  undergraduate  curricula  would 
not  be  applauded,  and  that  the  resources  developed  as  a  re- 
sult of  the  following  recommendations  might  not  be  utilized 
in  improving  undergraduate  curricula. 

b.   Graduate  and  continuing  education:   It  is  in  these  areas 
that  there  is,  therefore,  a  demonstrated  need  for  a  mass 
effort  to  improve  the  knowledge  and  skills  related  to  dia- 
betic care.   In  view  of  the  documented  evidence  of  inade- 
quate knowledge  and  the  desire  of  nurses  for  the  improvement 
of  .that  knowledge,  it  is  imperative  that  continuing-education 
opportunities  be  available  to  all  practicing  nurses  who  are 
caring  for  diabetic  patients. 

There  is  evidence  in  the  literature  to  support  the  fact  that 
patient  care  improves  as  nurse  specialists  are  utilized  in  caring 
for  diabetic  patients  (6,7).   Such  evidence,  however,  is  some- 
what scant,  and  the  concept  needs  to  be  studied  further  in  order 
to  promote  the  future  development  of  such  teaching  programs  and 
eventual  improvement  in  care. 

The  provision  of  seed  money  to  establish  new  programs  has  proven 
successful  in  developing  programs  which  have  continued  after 
outside  funding  stopped.   For  instance,  a  number  of  the  Regional 
Medical  Programs  started  such  sites  which  are  now  continuing. 
As  an  example,  the  Diabetes  Consultation  and  Education  Service 
of  the  North  Carolina  Regional  Medical  Program  reported  several 
strong  ongoing  teaching  programs  in  communities  where  there  was 
none  (2)  and  this  involved  a  very  large  percentage  of  the 
programs  which  their  seed  money  started. 

Among  the  nurses  who  are  specializing  in  diabetes,  three  some- 
what differing  functions  have  emerged:   (1)  the  nurse  who 
primarily  teaches  diabetic  patients;  (2)  the  nurse  who  provides 
primary  care  to  diabetic  patients  under  the  direction  of  a 
physician;  and  (3)  the  nurse  who  coordinates  a  large  teaching 
program,  provides  supervision  or  consultation,  or  conducts 
educational  programs  for  other  nurses. 

It  is  apparent  that,  as  such  positions  increase  in  number,  it 
is  imperative  to  define  who  is  qualified  to  give  such  types  of 
care  and  to  provide  a  method  of  assuring  the  public  and  health- 
care agencies  that  individuals  meet  these  qualifications. 
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There  are  several  organizations  which  might  logically  provide 
leadership  in  preparing  such  standards,  and  it  would  seem  ap- 
propriate that  it  be  a  joint  effort  of  these  organizations. 
They  are: 


a. 


The  American  Diabetes  Association  which,  although  it  is  a 
voluntary  health  organization  with  a  large  lay  membership, 
also  has  a  direct  professional  membership  composed  of 
physicians,  nurses,  and  other  health  professionals.   Since 
professional  functions  overlap,  and  since  the  ADA  membership 
represents  leaders  in  the  specialty  area,  it  seems  that  this 
organization  would  be  an  appropriate  one  to  coordinate  this 
effort. 

The  American  Nurses  Association  has  already  developed 
standards  for  practice  in  several  specialty  areas,  and  has 
recently  joined  with  a  specialty  organization  (NAACOG)  to 
develop  a  certification  procedure  for  another  group  of 
nurses  (6) .   It  is  our  belief  that  the  professional  organi- 
zation which  represents  nurses  should  be  active  in  setting 
standards  for  those  within  the  profession. 

The  American  Association  of  Diabetes  Educators  is  a  new 
organization  of  health  professionals  (with  a  lay  associate 
membership)  who  have  a  primary  interest  in  diabetes  educa- 
tion.  Its  membership  is  largely  nurses  and  dieticians. 
It  would  therefore  be  appropriate  for  this  group  to  be 
involved  in  setting  standards  for  preparing  nurses  to  teach 
diabetic  patients. 

At  the  present  time,  the  courses  or  programs  which  prepare 
nurses  to  care  for  diabetic  patients  are  of  variable  quality  and 
content.   In  order  to  implement  the  standards  described  in 
Objective  #2,  standards  for  courses  must  be  developed  and  a 
system  of  course  approval  instituted. 

Currently  there  is  a  dearth  of  high-quality  instructional 
materials  for  use  in  the  continuing  education  of  graduate  nurses 
about  diabetes.   The  availability  of  such  materials  would  both 
further  the  development  of  educational  programs  for  nurses,  and 
extend  opportunities  for  continuing  education. 


c. 
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[s  There  Evidence  of  Discrimination  Against  Diabetics  in  Industrial 
Employment  Policies? 

As  a  result  of  reports  of  discrimination  against  diabetics,  the 
American  Diabetes  Association  formed  a  Committee  on  Employment,  studied 
:he  problem,  and  issued  a  statement  which  included  "Suggested  Standards 
:or  the  Employment  of  Diabetics" (1) .   In  a  study  of  the  three  largest 
companies  in  the  Netherlands,  they  "had  such  a  small  number  of  female 
liabetic  employees  that  the  investigation  had  to  be  limited  to  male 
liabetic  employees" (2) .   Kantron  indicated  that  one  of  two  goals  of  the 
Vocational  and  Counseling  Service  of  the  New  York  Diabetes  Association 
/as  "to  liberalize  the  out-dated  employment  policies  prevalent  among 
aany  large  and  small  firms  in  the  community,  policies  that  barred  the 
employment  of  the  well-controlled  diabetic"  (3) . 

D'Alonzo  indicated  that  the  du  Pont  Company  "does  not,  as  a  matter 
>f  policy,  refuse  employment  to  anyone  because  of  diabetes  mellitus, 
except  when  the  applicant  cannot  demonstrate  that  he  is  able  to  control 
:he  disease."  The  suggested  policy  and  procedure  for  company  physicians, 
lowever,  was  stated  as  follows:   "Uncontrolled  diabetes  is  a  severe 
lazard.   These  cases  should  not  be  accepted,  under  any  circumstances, 
mtil  the  blood  sugar  is  within  normal  limits  and  medically  controlled." 
".he   low  observed  rate  of  diabetes  in  the  company  was  attributed  to  the 
:act  that  "company  policy  does  not  favor  the  employment  of  severe,  un- 
controlled diabetes" (4) . 

According  to  McGowan,  "prior  to  1941  persons  who  were  known  to  have 
liabetes  were  not  acceptable  for  federal  employment."  Subsequent  modi- 
fications followed  the  following  general  lines: 

1.  "Mild  diabetics  who  require  no  insulin  for  the  control  of 
their  condition  present  no  special  difficulty  in  regard  to 
placement." 

2 .  "More  severe  diabetics  who  require  insulin  and  a  regulated 
diet  are  acceptable  for  appointment  to  many  positions  includ- 
ing arduous-duty  positions  provided  medical  evidence  shows 
the  condition  is  under  control." 

3.  "More  severe  diabetics  who  require  insulin  and  a  regulated 
diet  but  who  are  uncooperative  and/or  poorly  regulated  are 
not  recommended  for  federal  employment" (5) . 

In  a  recent  Minnesota  study  of  127  firms,  31  percent  did  not  hire 
liabetic  patients  (10) .   The  New  Jersey  study  showed  a  reported  preval- 
ence rate  of  approximately  7  per  1,000  diabetic  employees,  as  compared 
:o  a  predicted  prevalence  of  20  to  30  per  1,000  employees,  based  on 
epidemiological  factors.   Despite  the  notion  that  there  were  some 
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unidentified  diabetic  employees,  this  was  felt  to  represent  under- 
employment of  diabetics  related  to  hiring  practices  (7). 

A  WHO  Expert  Committee  on  Diabetes  Mellitus  "viewed  with  dismay  the 
restrictions  in  many  countries  hindering  the  employment  of  diabetics." 
The  report  (5)  went  on  to  state: 

All  too  often  these  restrictions  are  purely  negative 
and  are  based  on  prejudice  or  ill-informed  opinion 
about  the  effects  of  diabetes  on  a  person's  working 
ability  or  capacity.   This  injustice  is  perpetrated 
and  even  increased  by  the  tendency  to  regard  all 
diabetics  as  a  group  of  patients  with  identical 
characteristics.   This  is  bound  up  with  the  mistake 
of  failing  to  distinguish  between  mild  cases  and 
cases  under  proper  medical  control  on  the  one  hand 
and  uncooperative,  uncontrolled  cases  on  the  other. 
The  Committee  urged  strongly  that  a  much  more  liberal 
attitude  of  mind  be  adopted,  which  should  aim  at 
eliminating  the  discrimination  against  diabetics  that 
has  arisen  simply  on  diagnostic  grounds. 

What  Role  Does  Insurance  Play  in  Employment  and  Placement  Discrimination? 

Because  most  New  Jersey  companies  do  not  have  a  formal  or  written 
policy  about  hiring  or  placement  of  diabetic  applicants  —  or  even  an 
informal  policy  —  it  is  difficult  to  define  the  potential  role  of 
health  insurance  as  a  direct  factor  in  discriminatory  employment  prac- 
tices.  It  should  be  recognized  that  company  health  and  accident 
insurance  premiums  are  experience-rated.   The  New  Jersey  study  concluded: 

most  respondents  —  and  particularly  the  personnel 
people,  who  should  be  most  knowledgeable  in  this 
area  --  do  not  agree  that  hiring  diabetic  employees 
tends  to  result  in  increased  insurance  rates  for  a 
company.   There  are  some,  however,  who  say  this  is 
true.  But  on  the  whole,  concern  over  impact  of 
diabetic  employees  on  company  insurance  rates  does 
not  appear  to  be  a  major  limiting  factor  in  the 
hiring  of  diabetics. 

The  specific  responses  to  the  statement:   "hiring  diabetic^employees 
tends  to  result  in  increased  insurance  rates  for  a  company  were: 
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RESPONDENT 

RESPONSE 

Generally 
True 

Generally 
False 

Undecided; 
No  Opinion 

Personnel  Staff 

16% 

68% 

16% 

Medical  Staff 

12% 

60% 

28% 

Related  attitudes  included  the  following: 

1.  Thirty-five  percent  of  personnel  staff  and  27  percent  of 
medical  staff  believe  "there  is  risk  of  injury  or  accidents 
if  (diabetics  are)  working  with  machinery  or  in  a  plant." 

2.  Thirty  percent  of  personnel  staff  and  28  percent  of  medical 
staff  believe  "Diabetics  are  prone  to  dizziness  or  fainting 
or  coma." 

3.  Thirteen  percent  of  personnel  staff  and  16  percent  of  medical 
staff  stated  "Injuries  to  diabetics  result  in  slow  healing, 
infection:   a  diabetic,  when  he  gets  injured  is  pretty  hard 
to  heal" (7). 

In  the  light  of  the  above,  it  would  appear  that  health  and  accident 
insurance  rates  may  have,  at  least,  an  indirect  effect  on  hiring  prac- 
tices, even  in  the  absence  of  a  formal  or  informal  policy. 


What  Kind  of  Sickness  -  Absenteeism  Record  do  Diabetics  Have  in 
Industry  and  How  Well  Do  They  Perform  on  the  Job? 

Pell  and  D'Alonzo  in  a  study  of  600  du  Pont  Company  diabetic  em- 
ployees matched  with  a  group  of  non-diabetic  controls,  found  that  the 
diabetic  employees  had  more  days  of  sickness  absenteeism  (666  sickness 
absences  for  diabetics,  467  for  non-diabetics),  although  92  percent  of 
the  absences  were  for  non-diabetic  illnesses,  mainly  respiratory 
infections  and  digestive  disorders  (8).   A  study  of  a  Ford  Motor 
Company  plant  also  showed  an  increase  in  sickness  absenteeism  for  all 
causes  (9) : 


DIABETICS 

NON-DIABETICS 

White    Negro 

White    Negro 

Average  Days 
Absence  Per 
Year 

8.8      11.2 

3.9       3.5 

In  a  study  of  90  diabetics  at  the  New  Jersey  Standard  Oil  Company, 
diabetic  employees  averaged  only  one  day  per  year  more  absence  than 
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non-diabetics  (16) .   In  another  New  Jersey  study  of  companies  with 
approximately  180,000  employees,  90  percent  of  both  personnel. and 
medical  department  respondents  agreed  "that  diabetics  perform  on  the 
job  as  well  as  the  typical  non-diabetic  employee."  Approximately  80 
percent  of  the  respondents  stated  that  attendance  record  of  diabetic 
employees  was  as  good  as  or  better  than  that  of  average  non-diabetic 
employees,  but  25  percent  found  that  diabetics  "do  not  compare  favorably 
to  the  average  employee  on  length  of  absence  when  out  sick" (7). 

Cohen  and  Mastbaum  surveyed  127  firms  that  employed  1,800,000 
persons  in  Minnesota.   They  found  that  "only  six  percent  of  the  firms 
reported"  the  reliability  and  absenteeism  of  diabetics  unsatisfactory 
(10). 

The  National  Health  Interview  Survey  (7/64  -  6/65)  showed  sickness 
absenteeism  due  to  diabetes  averaged  2.8  days  per  year  among  currently 
employed  diabetics  (males  3.2  days,  females  2.1)  (12). 

Entmacher,  after  reviewing  a  number  of  reports  on  the  subject, 
concluded: 


these  studies  indicate  that  for  the  overwhelming 
majority  of  employed  diabetics  the  quality  of 
performance  is  high  and  that  the  record  of  absen- 
teeism is  favorable. 

What  is  the  Experience  of  Rehabilitation  Services  With  Diabetics? 

Inquiry  of  the  New  Jersey  Rehabilitation  Commission  likewise  indi- 
cated, in  unpublished  data,  a  remarkably  low  request  rate  for  rehabili- 
tation services  by  patients  with  diabetes. 

In  a  report  of  the  New  York  Diabetes  Association  Vocational  and 
Counseling  Service,  the  presenting  problems  were  related  to  the  age  of 
the  client  (3): 
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AGE 


10-19 


PRESENTING  PROBLEM 


PERCENTAGE 


Educational  and  Vocational 
Counseling 


41% 


Social  and  Emotional 
Problems 


32% 


Seeking  Temporary  Summer 
Employment 


18% 


20+ 


Seeking  Steady  Employment 


Medical  Care 


6%_ 
3% 


Change  of  Job 


63% 


Steady  Employment 


23% 


Vocational  Counseling 
Retraining 


7% 


3% 


Medical  Care  and  Financial  Aid 


2% 


In  a  study  among  2,525  registrants  of  the  New  Jersey  Commission  for 
the  Blind,    a  striking  fact  was  the  relatively  high  percentage  of 
blind  male  diabetics  registered  between  the  ages  of  25  and  34  years. 
This  represents  a  catastrophe  during  a  prime  period  of  life,  either' 
before  expression  of  maximum  capabilities  or  well  under  the  accepted 

age  of  retirement"  of  65  years.   Almost  two-thirds  of  the  blind  female 
diabetxcs  were  registered  between  the  ages  of  45  and  64  years,  also 
representing  a  major  family  handicap.   Early  registration  of  blind 
diabetic  males  is  probably  a  result  of  the  loss  of  the  family  "bread- 
winner,  with  the  need  for  financial  assistance.   It  would  appear 
likely  that  blind  diabetic  females  would  be  registered  later  since  a 
self-sufficient  male  would  be  more  capable  of  providing  care  for  his 
handicapped  spouse" (11). 

Are  Employers  Who  Hire  Diabetics  Protected  by  Second  Injury  Laws?   If 
Not,  Is  This  a  Discriminatory  Factor? 

As  a  result  of  the  efforts  of  a  committee  appointed  by  President 
Kennedy,  many  states  developed  Second  Injury  Laws,  including  New  Jersey 
(15).   The  purpose  of  the  law  was  to  protect  the  employer  who  hired  the 
handicapped  from  being  punished  by  excessive  health  and  accident  in- 
surance premiums  in  the  event  of  a  second  injury  to  such  handicapped 


285 


Ssf 

(JtiuiJ 


persons  with  resultant  permanent  disability.   The  New  Jersey  law  set  up 
the  Second  Injury  Fund,  a  so-called  one  percent  fund,  which  received  its 
revenues  from  the  health  and  accident  insurers  who  do  business  in  New 
Jersey.   These  monies  were  matched  by  state  contributions. 

Unfortunately,  diabetics  are  largely  excluded  from  coverage  by  such 
Second  Injury  Laws  on  the  basis  that  diabetes  is,  in  and  of  itself,  a 
progressive  disorder  which  may  lead  to  total  disability  without  a  second 
injury.   This  biased  and  narrow  condemnation  of  all  diabetics  has 
literally  excluded  the  diabetic  from  employment  with  the  protection  of 
Second  Injury  Laws  as  an  incentive  to  potential  employers. 

What  is  the  Experience  of  Disability  Insurance  Benefits  Due  to  Diabetes? 

The  percentage  of  workers  receiving  disability  benefits  for  diabetes 
under  Social  Security  has  remained  amazingly  constant.   Worker  dis- 
ability allowances  for  diabetes  averaged  2.5  percent  of  all  causes 
during  the  period  1957  to  1963  (17). 

Is  There  Evidence  that  Diabetics  Are  Directly  or  Indirectly  Discriminated 
Against  Through  Career-Planning  and  Guidance,  or  Through  Policies  of 
Education  and  Training  Institutions? 

In  a  study  of  35  schools  of  professional  nursing  and  20  schools  of 
practical  nursing  in  New  Jersey,  16  percent  of  the  51  directors  who 
responded  indicated  that  the  diagnosis  of  diabetes  precluded  acceptance 
of  a  candidate.   Reasons  given  for  not  accepting  candidates  were:   too 
many  problems;  danger  to  patients;  susceptibility  of  diabetics  to 
infection,  fatigue  and  stress  and  difficulty  in  maintaining  diabetes 
control.   Although  41  respondents  stated  that  diabetes  would  not 
necessarily  bar  a  candidate  from  acceptance,  conditions  were  set  up 
which  indicated  a  latent  or  overt  reluctance  to  accept  them.   An  am- 
bivalent attitude  was  noted  in  that  only  19  of  the  55  nursing  school 
directors  approved  of  encouraging  diabetic  girls  to  enter  nursing. 
Despite  this  reaction,  the  study  disclosed  that  66  diabetic  girls  were 
admitted  to  nursing  schools  in  the  decade  prior  to  the  study  (13). 

Evaluation  of  the  New  Jersey  Rehabilitation  Commission  counseling 
to  patients  with  diabetes  in  1963  revealed  miniscule  evidence  of  any 
significant  knowledge  of  interest  in  diabetes  on  the  part  of  staff 
members  and  virtually  no  discernible  services  to  patients  with  diabetes. 
The  data  were  so  scant  as  to  be  unreportable  or  interpretable. 

It  is  most  fortunate  for  the  Stanley  Cup-winning  Philadelphia 
Flyers  professional  ice  hockey  team  that  Bobby  Clark,  an  insulin- 
dependent  growth-onset  diabetic,  was  not  advised  by  Professor  V.  Lachnit, 
Chief  of  Occupational  Health  at  the  University  of  Vienna.   This  author 
wrote: 
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It  is  not  recommended  for  diabetics  needing  higher 
insulin  doses  or  for  unstable  diabetics  to  partici- 
pate in  sport  championships  (14). 

Lachnit  went  on  to  eliminate  many  other  fields  of  endeavor  for  diabetics: 

1.  "Occupations  in  the  candy  industry  are  to  be  eliminated  due 
to  their  psychic  burden."  Along  with  "other  occupations, 
which  are  connected  with  higher  food  or  beverage  consumption." 

2.  "Professions  with  varying  work  time  -  like  travelling  agents, 
train  personnel  -  and  changing  shiftwork  are  not  recommended." 


3. 


"Certain  professions,  which  could  endanger  the  patient  or  his 
surroundings  or  where  handling  of  machines  is  not  completely 
undangerous,  should  be  prohibited." 


4.  Jobs  in  "transportation  on  streets  or  rails"  should  be 
prohibited. 

5.  Other  professions  to  be  avoided  include  "roofers,  scaffolders, 
carpenters,  chimney  sweepers,  high  voltage  repairmen,  firemen, 
acrobats,  etc." 

6.  "Piece  work  does  not  very  well  agree  with  the  diabetic." 

7.  "Professions  where  they  are  frequently  subject  to  an  intensive 
stress,  like  executive  personnel  in  economic  and  industry  life, 
but  also  in  politics,  have  an  unfavorable  effect" (14). 

Contrary  to  this  picture,  Entmacher  believes  studies  have  shown 
that  "the  diabetic  is  capable  of  functioning  well  in  high  managerial 
positions,  as  well  as  in  positions  requiring  manual  labor"(17). 

As  to  providing  funds  for  payment  of  tuition  and  other  educational 
help  for  diabetic  students  under  state  rehabilitation  programs  in  New 
Jersey  and  Pennsylvania,  this  has  been  a  rare  occurrence  in  our 
experience. 

What  Role  Does  the  Motor  Vehicle  Driver  License  Play  in  Job 
Discrimination? 

Although  issuance  of  a  driver  license  to  a  patient  with  diabetes 
almost  invariably  depends  on  the  physician's  health  certification, 
there  is  evidence  of  inconsistency.   For  example,  the  Pennsylvania 
Department  of  Motor  Vehicles  requires  the  physician  of  each  applicant 
to  answer  the  question:   Does  the  patient  have  uncontrolled  diabetes? 
If  the  physician  says  "yes,"  a  license  is  not  issued;  if  he  says  "no," 
a  license  is  issued.  There  is  no  definition  available  to  the  physician 
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of  "controlled"  and  "uncontrolled"  diabetes  from  that  state  with  the 
application. 

Aside  from  issuance  of  a  license  a  major  problem  exists  when  the 
diabetic  is  involved  in  a  motor  vehicle  accident.   In  New  Jersey,  the 
driver  license  is  immediately  recalled  and  the  driver  must  submit  a 
"Physician's  Report"  to  the  Division  of  Motor  Vehicles  for  evaluation 
by  a  panel  of  physicians.   Until  recently,  the  form  specifically  dealt 
with  epilepsy  and  was  only  replaced  when  a  special  Physician's  Report 
(DiabetiO  was  prepared.   To  this  date,  this  same  program  requires  the 
diabetic  to  submit  a  "Case  History  Statement"  which  includes  such 
questions  as: 

"The  onset  of  my  seizures,  spells,  blackouts  was 
at years  of  age. 

I  am  presently  taking  the  following  medicine  to 
control  my  seizures,  spells,  blackouts. 

I~~i   I  have  £j   have  not  had  an  electroencepha- 
lograph examination  (EEG,  "brainwave"  test)." 

Even  now,  the  panel  members  state  they  prefer  "continued  use  of  the 
Dl-101  (form)  in  diabetic  type  cases"  -  a  form  relating  to  epilepsy. 
This  problem  becomes  especially  acute  when  the  diabetic  requires  a 
driver  license  to  get  to  and  from  work  or  to  perform  his  work. 

Many  officials  believe  that  diabetics  should  not  be  permitted  to 
drive  commercial  vehicles  (trucks,  buses),  but  they  do  not  always 
discriminate  between  insulin-dependent  and  non-insulin-dependent  dia- 
betic patients.   The  Interstate  Commerce  Commission  does  not  permit 
diabetics  to  drive  trucks  in  interstate  commerce  (18). 

The  rules  relating  to  piloting  aircraft  seem  more  sensible  than 
some  rules  pertaining  to  motor  vehicle  driver  license.   Although  the 
Federal  Aviation  Agency  will  not  issue  a  medical  certificate  for  a  com- 
mercial or  private  flying  license  to  diabetics  who  require  insulin  or 
oral  hypoglycemic  agents,  they  will  issue  a  certificate  to  diet- 
controlled  diabetics  who  do  not  have  any  significant  complications  U« 

Rules  for  the  issuance  of  motor  vehicle  driver  licenses  appear  to 
be  getting  more  stringent  for  patients  with  diabetes  and  other  chronic 
diseases.   This  pertains  despite  the  plea  of  the  WHO  Expert  Committee 
which  "recommended  that,  except  in  (these)  difficult  circumstances, 
diabetic  applicants,  supported  where  necessary  by  a  certificate  from 
their  physician,  should  be  granted  motor-vehicle  driving  permits  (6). 
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SUMMARY 


In  summary,  there  appears  to  be  ample  evidence  of  discriminatory 
practices  in  employment,  in  the  United  States  and  Europe,  which  has  been 
observed  over  the  last  decade  or  two.   The  WHO  Expert  Committee  felt  that 
diabetic  patients  should  be  evaluated  as  individuals  and  not  by  a  label: 

Emphasis  should  be  placed  on  the  individual's 
aptitudes,  experience,  education,  attainments, 
and  physical  condition,  and  not  on  his  being 
diabetic  (6). 

The  approach  to  this  problem  must  be  through  education  of 

1.  Employers,  personnel,  and  medical  departments  in  industry 

2.  Physicians 

3.  Government  licensing  agencies 

4.  Diabetic  patients 

5.  Rehabilitation  and  counseling  service  personnel 

6.  Insurance  industry  personnel 
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EVALUATION  OF  PATIENT  EDUCATION: 
LOS  ANGELES  COUNTY  HOSPITAL  EXPERIENCE 

Leona  V.  Miller,  M.D. 


The  diabetes  patient  education  program  at  the  LAC-USC  Medical  Center 
focuses  on  two  major  aspects: 

1)  self -management  of  diabetes 

2)  communication  with  the  health  care  delivery  system 

The  purpose  of  (1)  is  to  prepare  the  patient  to  care  for  himself  to 
the  greatest  extent  possible  and  the  goal  of  (2)  is  to  teach  him  to 
communicate  with  the  health  care  system  when  self -care  proves  inadequate. 

One  measure  of  effectiveness  of  this  education  program  is  the  ex- 
tent to  which  preventable  illness  is  reduced.   We  define  preventable 
complications  of  diabetes  that  require  hospitalization  as  follows: 

1)  diabetic  ketoacidosis 

2)  hyperosmolar  coma 

3)  insulin  or  oral  agent  reactions 

4)  diabetes  out-of-control 

5)  diabetic  foot  problems 

The  hospitalization  rates  experienced  by  diabetic  clinic  patients  are 
shown  in  Tables  I  and  II.   In  these  tables,  we  have  defined  a  clinic 
patient  as  one  who  has  been  to  the  clinic  at  least  once  in  the  six 
months  prior  to  hospitalization;  a  previous  clinic  patient  as  one  who 
has  visited  the  clinic  in  the  prior  two  years  but  has  not  been  seen  for 
more  than  six  months;  and  a  non-clinic  patient  as  one  who  has  not  been 
followed  in  our  clinic  for  at  least  two  years. 

The  effectiveness  of  our  educational  system  is  shown  by  the  fact 
that  very  few  of  the  patients  regularly  followed  by  our  service  are 
admitted  for  reasons  related  to  poor  education.   Even  though  we  still 
see  these  problems,  they  are  occurring  primarily  in  non-clinic  patients. 

It  should  be  pointed  out  that  our  educational  system  is  not  limited 
to  the  instructions  provided  by  Diabetes  Nurse  Clinical  Practitioners  in 
clinics  and  on  the  wards.   There  is  additional  back-up  instruction  pro- 
vided by  a  "hot-line"  phone  service  which  the  patient  can  use  when  he 
needs  medical  advice  in  the  event  his  knowledge  is  inadequate  to  cope 
with  a  particular  problem.   The  back-up  for  the  "hot-line"  is  the  24- 
hour  diabetic  walk-in  clinic.   The  availability  of  this  walk-in  clinic 
provides  reassurance  to  the  patient  that  professional  help  is  available 
in  the  event  he  cannot  cope  with  any  medical  problem. 
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To  provide  meaningful  advice  to  patients  telephoning  in  or  coming 
unscheduled  to  the  walk-in  clinic  we  have  found  that  it  is  essential 
that  an  up-to-date  medical  record  be  kept  on  hand  on  all  diabetic  clinic 
patients.   Our  information  system  is  independent  of  hospital  medical 
records  and  consists  of  a  patient  ledger  where  diagnosis,  medications, 
laboratory  and  x-ray  data  are  summarized.   We  are  presently  computer- 
izing our  records  and  feel  that  in  diabetes  centers  dealing  with  large 
numbers  of  patients  there  will  be  a  necessity  for  computerized  records. 

The  importance  of  an  education  program  integrated  with  the  system  of 
health  care  delivery  cannot  be  overemphasized  especially  in  terms  of 
cost  savings,  Table  III. 

In  1968,  prior  to  the  introduction  of  the  "hot- line"  and  walk- in 
clinic,  the  average  clinic  patient  spent  5.6  days  in  the  hospital. 
There  were  670  admissions  generated  by  each  1,000  clinic  patients. 
The  annual  cost  of  hospitalization  for  each  clinic  patient  averaged 
$438.76.   By  1970,  a  year  after  the  introduction  of  the  "hot-line  and 
the  walk- in  clinic,  average  days  spent  in  the  hospital  by  clinic 
patients,  rates  of  hospitalization  and  costs  of  hospitalization  had  all 
decreased.   In  the  face  of  rising  costs  for  hospital  services,  thxs 
trend  continued  unabated  into  1973  (the  last  year  for  which  analysis 
is  available) . 

Table  IV  demonstrates  the  effectiveness  of  this  in  yet  another  way. 
In  a  five  year  span,  from  1968  to  1973,  while  hospital  costs  were  more 
than  doubling,  and  our  clinic  population  doubled,  the  cost  of  providing 
hospital  care  for  all  our  patients  in  1973  was  only  41%  of  that  required 
in  1968.   The  system  had  simply  enabled  us  to  reduce  both  rate  of 
hospitalization  and  length  of  stay  at  a  rate  far  greater  than  the  rate 
of  inflation. 

If  a  system  of  health  care  delivery  for  diabetic  patients  could  be 
implemented  nationwide,  integrating  patient  education,  the  results  could 
be  dramatic  (see  Table  V).   Consider  that  there  are  at  least  4.0  million 
diabetics  in  this  country  who  average  5.6  days  of  hospitalization  an- 
nually.  If  this  could  be  decreased  to  1.2  days  as  it  has  on  our 
service,  the  savings  nationally  would  be  almost  four  billion  dollars  a 
year.   These  savings  would  be  in  addition  to  the  increased  productivity 
of  diabetic  patients  who  have  avoided  hospitalization. 
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TABLE  I 


NUMBER  OF  ADMISSION  DUE  TO  POOR  CONTROL  OF  DIABETES 


PREVIOUS 


CLINIC 
1972 

2 

PATIENT 
1973 

12 

CLINIC 
1972 

PATIENTS 
1973 

NON-CLINIC 
1972 

PATIENTS 
1973 

Diabetic  Coma 

9 

10 

66 

68 

Hyperosmolar  Coma 

1 

1 

1 

1 

20 

25 

Insulin  Reaction 

10 

19 

7 

16 

47 

45 

Oral  Agent  Reaction 

2 

6 

1 

2 

16 

22 

Diabetes  Out  of  Control 

28 

39 

35 

52 

213 

141 
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TABLE  II 


NUMBER  OF  ADMISSIONS  DUE  TO  FOOT  PROBLEMS 


PREVIOUS 


CLINIC 

PATIENTS 

CLINIC 

PATIENTS 

NON-CLINK 

J  PATIENTS 

Ulcers 

1972 
14 

1973 
16 

1972 
6 

1973 
7 

1972 

1973 

57 

47 

• 

Gangrene 

9 

6 

2 

2 

35 

28 

Is 

Cellulitis 

9 

17 

4 

7 

49 

36 

Infection 

5 

15 

4 

4 

56 

27 

Osteomyelitis 

2 

3 

3 

4 

22 

25 

Number  of  Patients 

Seen  in  Clinic 

3181 

2909 
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TABLE  III 

INCIDENCE  AND  COST  OF  HOSPITAL  CARE  FOR  DIABETES  CLINIC 
POPULATION  AT  LAC-USC  MEDICAL  CENTER 


1968 
1970 
1972 
1973 


HOSPITAL 
DISCHARGE 
PER  1,000 

PATIENT 


670 
208 
130 
180 


AVERAGE  HOSPITAL 
DAY  PER  CLINIC 

PATIENT 


5.6 

1.74 

.82 

1.25 


AVERAGE  COST  OF 
HOSPITALIZATION 
PER  CLINIC  PATIENT 
(DAILY  RATES) 


$438.76  (78.35) 

$261.00  (128.90) 

$124.64  (152,00) 

$230.00  (184.00) 
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TABLE  IV 

TOTAL  COSTS  OF  HOSPITALIZATION  OF  DIABETES  CLINIC  PATIENTS  AT 

LAC-USC  MEDICAL  CENTER 


E 


B3j= 

1*3 


NO.  OF 
CLINIC 
PATIENTS 
HOSPITALIZED 

AVERAGE 
LENGTH  OF 
HOSPITAL 
STAY  -  DAYS 

AVERAGE 
COST  OF 

HOSPITALIZATION 
DOLLARS 

TOTAL  HOSPITAL 
COST  DIABETES 
CLINIC  PATIENTS 
DOLLARS  X  106 

1968 

2600* 

8.3 

650  (78.35) 

1.69 

1970 

1250 

8.3 

1069  (128.90) 

1.34 

1972 

356 

6.6 

1003  (152.00) 

.36 

1973 

495 

7.0 

1288  (184.00) 

.64 

*  If  this  number  of  patients  admitted  had  persisted  into  1974,  total 
cost  of  hospitalizing  diabetic  clinic  patients  would  have  risen  to 
$4.83  million. 
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TABLE  V 


COST  EFFECTIVENESS 


AVG.  DAYS  OF      DAILY 
HOSP.  ANNUALLY     COST 


AVG.         AVG.  ANNUAL 
ANNUAL  SAVING 

COST    PER  PT.  -  NATIONWIDE 


Present 
System 

Improved 
System 


5.4* 


1.2** 


$224 


224 


$1210 


269 


$941 


$3.76  x  109 


*  From  "Characteristics  of  Persons  with  Diabetes"  compiled  by 
United  States  Center  for  Health  Statistics,  1967. 

**  From  statistics  compiled  by  the  Diabetes  Service  at  the 
Los  Angeles  County  -  USC  Medical  Center. 
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SETTING  UP  TEACHING  PROGRAMS  FOR  EDUCATING 
Bernard  R.  Landau,  Ph.D.,  M.D. 


The  experience  of  the  Diabetes  Association  of  Greater  Cleveland  in 
developing  a  teaching  program  for  diabetics  is  to  be  used  to  illustrate 
a  method  for  providing  for  the  education  of  diabetics  in  a  large  urban 
center: 

A  survey  of  34  hospitals  in  the  Greater  Cleveland  area  indicated  a 
wide  range  of  approaches  (or  lack  thereof)  superimposed.   There  were 
duplications  of  effort  and  financial  limitations  in  the  providing  of 
inpatient  and  outpatient  educational  opportunities  for  diabetics.   A 
symposium  and  workshops  directed  by  professional  and  allied  health  per- 
sonnel experienced  in  educating  the  diabetic  were  organized.   Attending 
were  hundreds  of  allied  health  personnel  and  physicians  in  the  com- 
munity who  indicated,  in  response  to  the  announcement  of  the  presenta- 
tions, an  interest  in  approaches  to  educating  the  diabetic.   These 
individuals  at  the  workshops  told  of  some  of  the  successes  and  the 
obstacles  they  had  encountered  in  their  own  attempts  to  develop  educa- 
tional programs  in  their  institutions,  and  their  desire  for  more  ef- 
fective methods  within  the  community.   The  decision  was  made  by  the 
Association  to  aim  toward  group  education,  developing  a  program 
adaptable  to  the  needs  of  patients  differing  in  schooling  and  intelli- 
gence and  economic  levels. 

Teaching  material  used  by  the  institutions  was  assembled  and  a 
compendium  was  made  of  much  of  the  material  available  throughout  the 
country  for  the  education  of  the  diabetic,  and  certain  items  were 
selected  for  the  program.   The  points  in  the  education  that  were  be- 
lieved most  important  to  make,  as  defined  by  a  representation  of 
physicians  and  allied  health  personnel,  were  incorporated  into  a  series 
of  sessions  utilizing  the  selected  visual  aids.   Additional  selected 
written  material  was  provided  and  alternatives  to  this  material, 
dependent  upon  patients'  particular  needs,  were  included.   Inexpensive 
booklets  were  prepared  for  the  patients  to  use  in  an  effort  to  help  them 
retain  the  material.   These  teaching  materials  for  the  program  were  then 
assembled  in  an  easily  portable  "Kit"  and  a  run  of  the  booklets  printed. 

The  Kit  was  next  presented  to  a  group  of  allied  health  professionals 
at  one  of  the  hospitals  that  had  been  surveyed.   At  the  sessions  the 
teaching  materials  were  distributed  and  methods  for  utilizing  them  were 
introduced.   Trial  teaching  sessions  were  then  held  for  a  group  of 
diabetics  assembled  through  newspaper  announcements  and  clinic  posters. 
The  sessions  were  given  by  those  who  had  assembled  the  Kit,  and  other 
professionals  attended  to  see  the  methods  employed.   The  completed  teach- 
ing program  benefitted  by  modification  based  upon  these  experiences. 


303 


S2» 

C 19 


The  teaching  program  was  next  introduced  to  the  allied  health  per- 
sonnel and  physicians  in  the  community  at  a  second  symposium  and  workshops, 
Those  in  the  hospitals  who,  through  the  survey,  were  known  to  be  primarily 
responsible  for  education  of  the  diabetics  in  the  hospitals  and  who  had 
indicated  a  particular  interest  in  the  development  of  a  program  to  be 
tried  in  their  .institutions ,  were  offered  the  Kit  and  assistance  in  its 
use.   The  Kit  was  provided  only  after  those  at  the  institution  provided 
an  acceptable  proposal  for  its  use  and  the  use  of  the  booklets  within  the 
organization  of  their  institutions. 

To  reach  a  greater  number  of  newly-diagnosed  diabetics,  all  those 
individuals  screening  "positive"  in  the  Greater  Cleveland  Diabetes 
Detection  Program  are  now  being  invited  to  teaching  sessions  at  the 
Association's  office.   These  sessions  are  open  to  any  diabetic  patient 
and  his  or  her  family  wanting  to  attend,  as  well  as  other  persons 
interested  in  increasing  their  knowledge  and  understanding  of  the  disease, 
These  sessions,  initially  being  given  by  those  who  developed  the 
program,  are  being  taped,  and  postgraduate  trainees  and  students  in 
the  professions  and  lay  persons  are  being  trained  to  help  direct 
these  sessions  (using  their  attendance  at  the  sessions  and  tapes  to 
strengthen  their  training).   Sessions  are  to  be  held  at  other  sites  in 
the  city  (both  afternoon  and  evening  sessions)  as  well  as  at  the  Summer 
Camp  for  Diabetics.   Cleveland  medical  students  are  receiving  sessions 
on  how  to  educate  the  diabetic  based  upon  these  experiences,  first  being 
introduced  to  problems  in  education  of  the  diabetic  through  presentation 
of  patients. 

Despite  reasonable  progress,  the  large  number  of  diabetics,  their 
diversity,  and  in  particular  the  need  for  their  continuing  education  and 
reinforcement  could  overwhelm  the  capacity  of  such  a  system,  and  it  re- 
mains much  less  than  optimal.  Future  plans  are  to  adapt  the  program  to 
audio-visual  tapes  that  can  be  transmitted  to  all  the  hospitals  in  the 
area  through  educational  television.  Patient  sessions  can  then  be 
scheduled  to  run  simultaneously  at  the  several  institutions  with  health 
professionals  available  at  each  hospital  to  respond  to  questions  and 
provide  clarification  and  modifications  when  appropriate.  While  a 
questionnaire  has  been  developed  to  assess  the  additional  knowledge 
gained  by  the  patients  and  to  test  their  retention,  methods  for  evalua- 
ting the  effectiveness  of  the  program  in  terms  of  health  benefit  are  yet 
to  be  introduced.   Approaches  to  accomplishing  this  are  being  developed. 


304 


APPENDIX  14 

THE  ROLE  OF  THE  ALLIED  HEALTH  PROFESSIONAL 
IN  THE  TEACHING  OF  THE  DIABETIC 


305 


THE  ROLE  OF  THE  ALLIED  HEALTH  PROFESSIONAL 
IN  THE  TEACHING  OF  THE  DIABETIC 

Diana  W.  Guthrie,  R.N. ,  M.S.P.H.,  F.A.A.N. 


The  allied  health  professional,  be  he  or  she  a  nurse,  dietician, 
social  worker,  physical  therapist,  or  otherwise,  is  an  integral  part  of 
the  health  care  team.   Each  of  the  health  professionals,  other  than 
nursing,  has  specific  input  into  patient  care. 

The  dietician  is  responsible  for  taking  a  nutrition  history  and 
teaching  basic  meal  planning.   Through  her  skills,  she  determines 
dietary  needs,  ability  to  follow  a  meal  plan  and  specific  life  style  in 
relation  to  eating  habits.   She  can  then  feed  back  into  the  team  as  to 
dietary  needs  and  dietary  planning. 

The  social  worker  makes  a  social  evaluation  of  the  patient  and  his 
family  to  determine:   (1)  stability  of  the  family,  (2)  the  development, 
both  physical  and  emotional,  and  (3)  to  anticipate  problems  in  this 
family.   This  function  is  best  carried  out  by  the  social  worker  working 
with  a  team.   The  team  is  composed  of  a  primary  care  physician,  a  nurse, 
a  dietician  and  a  social  worker  who  can  take  a  social  history;  to  pro- 
vide direct  input  to  housestaff  and  students  about  the  patient  and  his 
family.   The  social  worker  relates  to  the  emotional  aspects  of  diabetes 
by  using  the  interviews  with  the  patients  and  their  families  and  case 
illustrations  and  to  try  to  work  with  the  whole  team  to  promote  the 
overall  goal  to  provide  emotional  support  to  the  patient  and  his  family 
in  a  way  that  will  facilitate  healthy  psychosocial  functioning  and  good 
diabetic  control. 

Physical  therapist  may  participate  in  following  out  the  physician 
request  for  specific  treatment  of  chronic  complications.   Even  better, 
the  physical  therapist  helps  to  maintain  the  level  of  exercise  the 
client  experiences  outside  the  hospital  setting  so  that  transfer  from 
hospital  to  home  will  be  less  abrupt. 

The  podiatrist  assists  in  determining  the  needs  of  the  patient  in 
relation  to  his  feet.   He  may  assist  in  recommendations,  from  his 
knowledge,  for  preventive  care  as  well  as  treatment  for  medical  problems. 

The  occupational  therapist  may  also  have  a  role  in  getting  a  person's 
mind  off  his  chronic  condition  and  possibly  help  develop  a  hobby  interest 
in  the  chronically  ill  person. 

The  nurse  has  the  most  variable  role.   This  variable  role  is  caused 
by  varying  degrees  of  education  and  preparation  as  the  nurse  has  tried 
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So  that  we  may  all  discuss  the  nurse's  role  on  the  same  plane,  the 
following  definitions  (1),  with  quotations  adapted  from  the  ANA  Congress 
for  Nursing  Practice  1974,  are  offered: 

Nurse  Practitioner  -  a  graduate  of  a  diploma  or  degree  program, 
educated  in  special  areas  of  patient  care  by  continuing  education. 
"This  is  a  nurse. . .with  advanced  skills  in  assessment  of  the  physical 
and  psychosocial  health-illness  status,  through  the  taking  of  a  health 
and  developmental  history  and  physical  examination." 

Nurse  Clinician  -  a  graduate  of  a  degree  program  with  specific 
background  in  physical  assessment  and  history  and,  in  this  instance, 
further  training  in  a  specialty  area  through  clinical  practice,  classes, 
conferences,  seminars,  and  workshops  at  both  formal  and  informal  levels. 
"This  is  a  nurse  who  can  utilize  a  broad  range  of  cues  or  knowledge  to 
prescribe  and  implement  nursing  care  and  to  coordinate  nursing  therapy 
with  other  planned  therapy." 

Nurse  Specialist  -  a  masters  degree  nurse  with  an  emphasis  in 
clinical  nursing,  specifically  educated  in  aspects  of  patient  care  and 
education,  physical  assessment  and  history,  assists  in  and  with  a  high 
degree  of  competence,  skill  and  knowledge,  and  guidance  and  planning  of 
care  of  patients  with  diabetes. 

Simonds  (2)  defines  the  role  of  the  allied  health  person  as  the 
diabetes  instructor  and  the  diabetes  educator.   His  description  of  the 
diabetes  instructor  closely  fits  that  of  the  role  of  a  nurse  practitionei 
while  the  diabetes  educator  has  the  education  and  skill  of  the  nurse 
clinician  with  perhaps  the  omission  of  history  and  physical  assessment 
training. 

The  diabetes  teaching  nurse  is  also  a  term  frequently  used.   In  the 
Joslin  setting,  the  nurse  is  skilled  in  dietary  knowledge,  as  well  as 
nursing  care  and  education,  as  may  be  the  diabetes  nurse  specialist  and 
some  clinicians  and  practitioners. 

The  diabetes  nurse  specialist  (3)  may  function  in  a  variety  of  roles. 
This  might  be  as  a  nurse  consultant  if  she  is  involved  in  assisting 
various  hospitals,  nursing  homes,  schools  of  nursing,  etc.,  in  developing 
programs,  training  personnel  and  in  improving  patient  care  and  education. 
A  diabetes  nurse  specialist  would  also  easily  fill  the  role  as  an  educa- 
tor of  the  nurse  wishing  to  specialize  in  total  diabetic  nursing 
management . 

Historically,  the  diabetes  teaching  nurse  was  first  found  in  Dr. 
Joslin's  program  in  Massachusetts.   This  nurse  joined  the  family  in  their 
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home  after  initial  contact  in  the  hospital  setting.  She  lived  with  the 
family  until  she  was  sure  the  family  and  patient  were  able  to  cope  with 
the  care  of  the  patient  or  the  patient  in  his  self  care. 

Dr.  Robert  Jackson  early  recognized  the  need  of  the  allied  health 
care  team  as  he,  then  at  the  University  of  Iowa  and  on  to  the  University 
of  Missouri,  combined  the  skills  of  the  dietician,  nurse  educator,  and 
social  worker  in  the  overall  planning,  care  and  education  of  the  patient 
with  diabetes  and  his  family.   A  few  others  recognized  the  role  of  the 
health  care  team  in  these  early  years  but  with  these  few  exceptions, 
the  team  concept  is  a  product  of  recent  times,  especially  since  Regional 
Medical  Program  funding  began. 

Numbered  among  the  original  Regional  Medical  Program  Grants  were 
the  programs  of  the  Diabetic  Education  Centers  in  Minneapolis.   Here, 
as  well  as  at  Joslin,  the  nurse  as  well  as  other  allied  health  person- 
nel, including  physicians,  could  spend  a  week  of  education  and  observa- 
tion.  In  North  Carolina,  the  Regional  Medical  Program  was  involved  in 
training  diabetes  nurse  educators  to  return  to  communities  and  eventually 
be  financially  supported  by  a  variety  of  ways,  from  community  health 
nursing  services  to  hospitals,  to  a  group  of  physicians. 

The  community  health  nurse  who  specializes  in  diabetes,  such  as 
those  found  in  South  Carolina,  visits  in  the  home  and  holds  group 
classes  in  terms  of  the  understanding  of  those  with  whom  she  is  working. 
She  is  a  person  who  educates  patients  and  encourages  patients  to  follow 
through  with  the  management  prescribed  by  the  physicians. 

In  a  physician's  office  or  a  group  practice  setting,  such  as  is 
found  in  Gainesville,  Florida,  the  nurse  screens,  educates  and  coordi- 
nates the  care  of  patients  with  diabetes  (4).   She  is  responsible  for 
the  chronic  care  of  the  patient  which  also  consists  of  minor  management 
and  follow  up  of  her  patients.   The  patient  with  the  possible  or  actual 
case  of  diabetes  is  scheduled  to  her  clinic.   She  completes  the  history, 
requests  the  specific  laboratory  tests  and  prepares  the  patient  for 
the  physician's  visit.   After  assessment  by  the  physician,  she  follows 
up  by  appropriate  education  and  care.   If  the  case  is  acute,  the  physi- 
cian manages  the  patient  until  that  point  at  which  the  patient  is  out  of 
the  acute  stage. 

The  nurse  in  the  hospital  is  found  in  a  variety  of  settings.   His/ 
her  initial  role  is  at  the  bedside  of  the  acutely  ill  patient,  especially 
the  first  24  to  48  hours.   This  often  involves  the  monitoring  of  the  ECG 
machine  readings  as  well  as  observing  and  maintaining  the  IV  fluid 
rate,  testing  output  and  vital  signs.   In  such  a  setting  as  found  in 
the  United  Hospital,  Inc.,  in  Minneapolis,  Minnesota,  the  patient  is 
reviewed  in  conference  after  initial  assessment  is  made  by  question- 
naire, interview  and  physical  examination.   The  team  coordinates  all 
aspects  of  care  and  education.   The  team  determines  the  basic  management 
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and  education  as  well  as  other  needs  of  the  patient.   Before  discharge, 
the  patient  is  reassessed  and  referred  to  appropriate  community  re- 
sources. 

At  the  University  of  Missouri,  programs  for  adults  and  children 
are  handled  by  nurses  in  two  ways.   The  diabetes  nurse  practitioner 
receives  consults  from  the  physician  or  nurse.   She  follows  through 
by  one-to-one  education  and  group  classes  until  the  adult  is  discharged. 
She  then  sees  the  patient  as  he  returns  to  the  clinic.   The  pediatric 
diabetes  nurse  coordinates  the  education  and  other  contacts  with  dietary 
and  welfare.   She  participates  in  weekly  team  conferences  and  instructs 
most  families  and  children  on  a  one-to-one  basis.   She  then  follows  them 
in  clinic  after  making  the  appropriate  referrals  to  the  consultants  of 
Maternal  and  Child  Health  in  the  State  of  Missouri. 
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At  Grady  Memorial  Hospital,  the  nurse  sees  the  patient  at  three 
levels:   in  the  hospital,  in  the  nurses'  clinic,  and  in  the  day  care 
center.   In  each  one  of  these  the  nurse  fulfills  specific  roles  from 
direct  observation  in  the  hospital  to  totally  involved  care  and  education 
in  the  day  care  centers . 

So,  from  these  examples  we  can  see  the  nurse  as  an  observer,  a 
manager,  an  educator  and  a  coordinator.   Some  might  view  some  of  these 
roles  as  a  threat  to  the  physician  but  in  reality  this  professional 
plays  a  valuable  part  in  assisting  in  quality  patient  care  (5) .   She 
frees  the  physicians  for  acute  care  management  and  other  areas  such  as 
research.   She,  or  he,  is  available  for  the  myriad  of  questions  and 
answers  that  can  support  the  patient  and  his  family  during  the  throes 
of  this  chronic  disease.   She  coordinates  the  use  of  community  resources 
so  that  service  of  voluntary  health  organizations,  community  health 
services  and  welfare  organizations  may  be  a  total  part  of  the  total 
care  as  needed.   Minor  management  by  the  nurse  is  in  question  by  many 
professionals  but  as  more  programs  of  patient  education  are  developed 
and  information  related  to  teaching  patients  minor  variations  of 
insulin  and  diet  is  included,  the  nurse  in  minor  management  is  found  to 
be  just  reinforcing  or  reinstructing  this  area  of  education  (6). 

The  future  of  the  allied  health  professional  is  expanding.   As  the 
physician  and  other  professionals  are  able  to  recognize  the  skills  each 
member  of  the  team  has  to  offer,  with  coordination  of  these  skills,  the 
patient  may  benefit  in  the  optimum  level  of  continuing  health  care. 


RECOMMENDATIONS: 

1.   Development  of  a  specific  education  program  for  allied  health  per- 
sonnel working  with  patients  with  diabetes. 
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Certification  of  allied  health  personnel  Statewide  and/or  Nationally 
as  to  competency  in  this  field. 

(To  look  into  the  development  of  an  accrediting  examination,  in 
line  with  the  new  program  of  the  American  Nurses  Association, 
specific  to  diabetes.) 

Representation  on  national  and  local  boards  of  accreditation,  such 
as  National  League  for  Nursing,  in  order  to  update  questions  included 
on  national  and  state  board  examinations. 

Development  of  a  nurse  specialist  on  the  master's  level  as  a  con- 
sultant to  and  educator  of  other  nurse  practitioners  and  clinicians. 

Development  of  a  nutritional  specialist  on  the  master's  level  as  a 
consultant  to  and  educator  of  other  dietary  personnel  working  with 
diabetic  patients. 

Choice  and  standardization  of  job  descriptions  of  educational  and 
supportive  personnel  (i.e.  Diabetes  Nurse  Specialist,  Diabetes 
Teaching  Nurse,  Diabetes  Educator,  Diabetes  Nutritionist,  Diabetes 
Medical  Social  Worker,  etc.). 

Development  of  an  on-going  accreditation,  through  continuing  educa- 
tion programs,  for  allied  health  personnel. 
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THE  NEED  FOR  DIABETES  EDUCATION 
T.  Franklin  Williams,  M.D. 


This  presentation  concerns  the  need  for  diabetes  education  for  the 
diabetic  patient.   A  fact  so  obvious  that  it  is  often  forgotten  is  that 
the  person  with  diabetes  mellitus  (or  his  family)  plays  the  key  role  in 
managing  his  own  disease.   In  this  more  than  almost  any  other  disease, 
proper  therapy  consists  of  day-by-day,  even  hour-by-hour,  attention  to 
and  balancing  of  two  of  the  most  basic  aspects  of  living:   food  and 
physical  activity.   To  this  is  added  the  importance  of  careful  daily 
care  of  the  skin  (especially  the  feet) ,  daily  or  more  frequent  adminis- 
tration of  insulin  or  oral  drugs  for  many  patients,  testing  of  the 
urine,  and  the  ability  to  be  aware  of  and  to  deal  with  the  emergencies 
of  ketoacidosis  or  hypoglycemia.   What  goes  on  in  all  of  these  essential 
aspects  of  diabetic  therapy  depends  almost  entirely  upon  the  patient 
and/or  his  family. 

The  physician,  nurse  and  nutritionist,  by  contrast,  have  only  rela- 
tively brief,  periodic  or  episodic  opportunities  to  influence  the  nature 
of  the  ongoing  management  of  a  patient's  diabetes  —  a  fraction  of  one 
percent  of  the  diabetic  person's  waking  hours. 

Thus  it  is  clear  that  the  person  with  diabetes  must  be  his  own 
primary  therapist,  and  that  the  health  professionals  who  are  trying  to 
help  should  concentrate  much  of  their  efforts  on  helping  him  learn  how 
best  to  manage  his  own  diseases,  i.e.,  on  education  of  the  patient. 

What  the  diabetic  person  needs  to  learn  is  well  established  and  need 
not  be  dwelt  upon  here.   This  may  be  summarized  by  stating  that  he  needs 
to  know,  first,  about  the  disease  process  itself,  in  order  to  understand 
the  need  for  and  nature  of  treatment;  and  second,  he  needs  to  know  how 
to  manage  the  various  elements  of  his  treatment. 

Despite  these  clear  needs  for  education,  all  available  evidence 
points  to  far  less  than  satisfactory  accomplishments,  and  gives  cause 
for  concern  that  we  must  become  more  effective  in  these  efforts. 

To  summarize  this  evidence:   first,  tests  of  knowledge  about  dia- 
betes, dealing  with  material  any  diabetic  patient  or  parent  of  a 
diabetic  child  might  be  expected  to  know,  have  all  indicated  large 
gaps  in  knowledge  (Alogna,  1974;  Beaser,  1956;  Bolt  and  Miller,  1967; 
Christman,  1974;  Collier  and  Etzwiler,  1971;  Etzwiler,  1962,  1967; 
Etzwiler  et  al. ,  1972;  McDonald,  1968;  Stone,  1961;  Williams  et  al., 
1967a).   Secondly,  studies  through  actual  observation  of  diabetic 
patients'  performance  of  recommended  measures  of  treatment,  as  an 
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indication  of  what  they  know  about  how  to  manage  their  disease  as  well 
as  commitment  or  motivation  to  carrying  out  the  regimen  have  shown  that 

65  to  90%  of  patients  studied  had  major  deficiencies  in  the 
types  of  foods  selected,  in  proper  spacing  of  meals  or  snacks, 
and/or  in  regularity  of  diet; 

Among  patients  on  insulin,  three  out  of  five  made  errors 
including  incorrect  dosage  compared  to  the  physician's 
prescription  and  errors  in  measurement,  with  frequency  of 
medication  errors  increasing  with  the  duration  of  diabetes 
thus  emphasizing  the  importance  of  continuing  educational 
efforts; 

Among  patients  taking  oral  hypoglycemic  agents,  one  in  four 
was  omitting  doses  weekly  or  more  often; 

Three  out  of  four  patients  studied  did  not  test  or  record 
their  urines,  or  made  errors  in  doing  or  reading  the  test 
such  that  their  information  would  actually  have  been  mis- 
leading to  physician  or  nurse; 

Half  the  patients  did  not  carry  out  acceptable  foot  care 
(Williams  et  al.,  1967b;  Watkins  et  al. ,  1967a,  b;  Watkins 
and  Moss,  1969). 

Overall,  less  than  10%  of  the  patients  observed  were  carrying  out 
a  minimally  adequate  regimen  in  all  of  these  areas  of  day-to-day 
management  of  their  diabetes. 

A  number  of  things  help  account  for  these  poor  results  in  educating 
and  motivating  diabetic  patients.   First,  relatively  little  effort  is 
invested  in  diabetic  education.   Dr.  Etzwiler  (1967,  1973b)  has  reported 
the  low  percentages  of  hospitals  which  have  any  formal  educational 
programs  for  patients,  or  even  have  fully  trained  dieticians.   Dr. 
Colwell  will  no  doubt  summarize  before  you  further  evidence  of  the  few 
settings  or  centers  in  this  Country  for  diabetes  patient  education. 

Secondly,  the  physicians,  nurses  and  dieticians  who  should  be 
teaching  diabetic  patients  in  their  various  contacts  with  them  are  often 
less  than  adequately  informed  about  diabetes  themselves.   Dr.  Etzwiler 
(1967)  found  large  gaps  in  basic  knowledge  about  diabetes  among  senior 
nursing  students,  with  less  than  half  possessing  a  basic  understanding 
of  diabetic  dietary  principles,  and  physicians  often  apparently  unaware 
of  the  correct  follow-up  needed  for  elevated  blood  sugars  in  diabetes 
detection  drives.   Supporting  evidence  from  abroad  is  that  of  Trinca 
and  Rowe  (1970)  who  found  among  Australian  physicians  that  one-fourth  to 
one-half  gave  poor  responses  to  four  of  seven  basic  questions  about 
diabetes. 
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Thirdly,  health  professionals  working  with  diabetic  patients  often 
do  not  know  enough  about  what  the  patient  is  actually  doing  and  thus 
teach  inefficiently.   In  addition,  patients'  priorities  may  differ 
from  the  priorities  of  the  health  professional  team  members  (Patient 
Care,  1973). 

Fourthly,  the  characteristics  of  diabetes  itself  tend  to  work 
against  continuing  motivation  to  learn:   for  the  juvenile-onset,  often 
"brittle",  diabetic,  no  matter  how  much  he  learns  his  diabetes  is  often 
still  a  problem  whereas  for  the  adult  onset,  usually  "mild"  and  "stable" 
diabetic,  relatively  minimal  measures  of  management  are  usually  suf- 
ficient to  eliminate  any  symptoms  related  to  his  disease  with  the  result 
that  the  patient  may  wonder  why  bother  more? 

Finally  in  terms  of  causes  for  poor  diabetic  education  is  the  in- 
adequacy in  types  and  availability  of  teaching  materials  on  diabetes, 
and  inadequate  knowledge  among  professionals  about  what  materials  are 
available.   In  particular,  there  are  too  few  materials  for  the  non- 
reading  or  poorly  reading  patient  and  for  those  with  languages  other 
than  English. 

What  approaches  may  be  suggested  for  doing  a  better  job  in  diabetes 
education  for  the  diabetic  patient? 

First,  there  clearly  needs  to  be  more  attention  to  and  preparation 
for  educating  diabetic  patients  by  physicians,  nurses,  and  nutrition- 
ists, in  all  types  of  settings  in  which  such  education  can  and  should 
go  on.   It  is  essential  that  health  professionals  become  prepared  them- 
selves to  teach  the  patients  and  that  they  have  suitable  materials  to 
assist  them.  As  what  is  hoped  will  be  a  significant  further  step  in 
this  direction,  the  Committee  on  Patient  Education  Centers  and  Systems 
of  the  American  Diabetes  Association  is  sponsoring  the  preparation  of 
a  "Handbook  on  the  Education  of  the  Diabetic  Patient"  by  experts  in  this 
field  in  the  United  States  and  Canada. 

Second,  it  is  important  that  planned,  systematic  diabetes  patient 
education  be  expected  and  indeed  required  to  be  available  in  all  set- 
tings in  which  primary  responsibility  for  care  of  diabetic  patients  is 
assumed,  and  that  patients  be  expected  to  participate  in  the  educational 
activity.   The  American  Diabetes  Association  supports  the  view  that 
patient  education  should  be  included  as  part  of  the  regular  audit  in 
hospitals  and  other  comprehensive  health  services  (health  maintenance 
organizations  and  others),  that  patient  education  should  be  recognized 
as  a  reimbursable  cost  of  health  care,  and  that  standards  for  patient 
education  programs  should  be  developed. 

Third,  in  the  conduct  of  diabetes  patient  education,  certain  prin- 
ciples should  be  followed,  including  the  following: 
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(1)  Assessment  of  the  patient's  current  level  of  knowledge  and 
accuracy  in  carrying  out  prescribed  measures^   This  is  funda- 
mental to  undertaking  further  useful  education. 

(2)  Determination  of  the  individual  needs  and  preferences  of  each 
patient,  in  particular  in  terms  of  necessary  or  desired  daily 
activities,  food  preferences,  and  other  aspects  of  the  person's 
and  his  family's  life  style  to  which  the  necessary  diabetic 
regimen  should  be  fitted  with  no  more  than  essential  changes 

in  basic  life  patterns. 

(3)  Consideration  should  be  given  to  the  "contract"  approach 
between  health  team  teachers  and  the  patient  about  the  respon- 
sibilities each  is  undertaking  in  accomplishing  the  educational 
goals  (Etzwiler,  1973a;  Educational  Management  of  the  Patient 
with  Diabetes  Mellitus,  1973). 

(4)  Undertaking  changes  in  small  steps,  one  or  a  few  at  a  time. 

(5)  Undertaking  the  teaching  efforts  as  a  team  approach  involving 
physician,  diabetes  nurse  specialist,  and  nutritionist  or 
dietician. 

(6)  The  importance  of  an  ongoing  educational  program  in  the  context 
of  a  continuing  relationship  with  the  patient  and  family.   This 
is  not  to  underestimate  the  value  of  initial  and  periodic  in- 
tensive organized  courses  in  diabetes.   However,  studies  with 
diabetic  patients  and  in  other  learning  settings  show  rapid 
decline  in  information  retained  and  in  adherence  to  therapeutic 
plans  after  such  isolated  educational  experiences,  and  it  has 
also  been  shown  that  there  are  significant  positive  correla- 
tions between  better  performance  of  prescribed  measures  and 
diabetes  teaching  in  a  continuing  relationship,  as  well  as 
better  performance  by  patients  who  are  satisfied  with  their 
physicians'  and  families'  continuing  understanding  and  assistance 
(Williams,  1967a;  Roberts,  1966). 

This  Commission  should  make  the  development  of  more  effective  and^ 
universally  available  education  for  diabetic  patients  and  their  families 
a  major  priority  in  its  national  program.   Without  this,  until  there  is 
a  simple  and  complete  cure  for  diabetes  mellitus,  other  efforts  towards 
understanding  and  treating  the  disease  will,  by  themselves,  be  largely 
wasted . 
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THE  NEED  FOR  AN  EDUCATION  PROGRAM 
IN  PRIVATE,  PUBLIC,  AND  COMMUNITY  SECTORS 

John  K.  Davidson,  M.D.,  Ph.D. 


The  Subcommittee  on  Education  and  Treatment  of  the  National  Diabetes 
Commission  has  prepared  an  outline  which  includes  its  goals,  specific  ob- 
jectives, and  background  information  needed  to  formulate  a  long-range 
plan.   This  outline  confirms  my  suspicions  that  the  process  of  educating 
and  treating  the  diabetic  patient  is  complex  at  best. 

In  PL  93-354,  the  National  Diabetes  Mellitus  Research  and  Education 
\ct,  the  need  for  education  programs  for  scientists,  clinicians,  allied 
wealth  professionals,  educators,  and  the  public  is  recognized.   Plans  for 
Lmplementing  such  activities  through  Diabetes  Research  and  Training 
Centers  on  a  nation-wide  basis  are  outlined.   If  such  programs  are  to 
evolve  in  an  optimal  cost-effective  fashion,  we  must  have  a  clear  under- 
standing of  the  problems  with  which  we  must  deal,  and  we  must  develop  an 
)verall  strategy  of  ongoing  effective  communication  between  the  private, 
>ublic,  and  community  sectors,  all  of  whom  have  an  interest  in  at  least 
me  aspect  of  diabetes. 

There  is  obvious  overlap  in  the  interests  of  these  three  sectors. 
En  order  to  simplify  this  presentation,  I  have  chosen  to  define  (1)  the 
private  sector  as  patients,  physicians,  and  allied  health  professionals, 
[2)  public  sector  as  federal,  state,  and  local  governments,  and  public 
tealth  departments,  hospitals,  and  medical  schools,  and  (3)  the  community 
sector  as  the  American  Diabetes  Association  and  its  affiliate,  the 
Fuvenile  Diabetes  Foundation  and  its  affiliates,  diabetes  camps,  and 
ither  interested  voluntary  health  agencies  and  individuals.   The  private 
'ector  consists  of  patients  and  their  families  and  the  professionals  who 
leal  with  them  on  a  personal  basis;  the  other  two  sectors  provide  money, 
lersonnel,  and  facilities  to  help  solve  the  problems  that  diabetes 
creates  for  those  in  the  private  sector.   If  educational  activities  are 
o  succeed,  effective  communication  must  be  continuous  between  the  three 
lectors. 

A  preliminary  survey  of  Georgia,  Florida,  Alabama,  North  Carolina, 
nd  South  Carolina  indicates  that  educational  activities  have  been 
Parted  in  scattered  hospitals  and  communities  in  the  last  few  years 
1th  support  from  Regional  Medical  Programs,  State  health  departments, 
nd  some  hospitals.   Affiliates  of  the  American  Diabetes  Association  and 
amps  for  diabetic  children  have  also  engaged  in  some  educational 
ctivities.   However,  these  activities  represent  just  the  beginning  of 

long  effort,  and  the  overall  picture  still  indicates  that  over  90%  of 
he  known  diabetics,  and  of  course  100%  of  the  undiagnosed  diabetics 
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have  been  insufficiently  educated  concerning  the  nature  and  treatment  of 
the  disease  and  its  complications. 

When  one  considers  the  magnitude  of  the  effort  that  is  necessary  to 
optimally  educate  over  five  million  diagnosed  diabetics  and  to  detect  and 
educate  over  three  million  undiagnosed  diabetics,  it  is  clear  that  neither 
the  number  of  trained  personnel,  nor  adequate  facilities,  nor  satisfactory 
teaching  material  are  presently  available  to  accomplish  the  task.   For 
example,  much  of  the  unsatisfactory  teaching  that  is  now  being  done 
concerning  diet  therapy  of  diabetes  can  be  blamed  on  continued  use  of 
unattractive  printed  material  that  has  been  therapeutically  outdated 
for  over  twenty  years.   There  is  great  need  of  attractive  modern  publi- 
cations that  address  themselves  not  only  to  the  needs  of  English-speaking 
literate  individuals,  but  also  to  the  needs  of  non-English  speaking  and 
illiterate  individuals.   I  hope  that  the  Commission  will  encourage  the 
production  of  a  great  deal  of  high-quality  teaching  material  including 
books,  TV  tapes,  slides,  and  other  materials. 

Education  cannot  be  effective  if  it  is  not  coordinated  with  con- 
tinuing access  to  quality  medical  care.   If  outpatient  hospital  facilities 
are  more  adequately  financed,  the  quality  of  patient  education  can  be 
significantly  improved.   Yet,  it  should  be  recognized  that  not  all 
educated  patients  modify  their  life  styles  so  that  the  disease  is 
satisfactorily  controlled.   Therefore,  we  need  more  knowledge  concerning 
what  motivates  patients  to  favorably  alter  their  modes  of  living. 

A  brief  summary  of  some  of  the  things  that  we  have  learned  in  our 
educational  activities  for  patients  and  professionals  at  Grady  Memorial 
Hospital  over  the  last  five  years  will  be  presented. 

I  want  to  thank  the  members  of  the  Commission  for  the  opportunity  to 
appear  before  you  and  to  give  this  presentation. 
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PROJECT  SUMMARY  SHEET  —  1 


PROJECT  TITLE:   TEACHING  THE  NEWLY-DIAGNOSED  DIABETIC  PATIENT 


OBJECTIVE: 


To  provide  the  newly-diagnosed  diabetic  with  an 
effective  teaching  program. 


s*S 


APPROACH  TITLE: 

Development  of  individualized,  coordinated  teaching  programs  with 
individualized,  tailored  teaching  materials  for  newly-diagnosed 
diabetics. 

DESCRIPTION  OF  PROJECT: 

Develop  teaching  programs  for  newly-diagnosed  diabetics  which  in- 
clude guidelines  for  content,  use  of  team  approach,  utilization  of 
educational  materials  appropriate  for  insulin  dependence,  age, 
special  ethnic  needs,  etc.,  and  provision  for  social-emotional 
support. 
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KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT:" 

1.  Development  of  teaching  materials  tailored  to  individual  needs 
of  the  diabetic,  taking  into  consideration  insulin  dependence, 
age,  special  ethnic  needs,  educational  level,  etc. 

2   Encourage  a  coordinated  approach  of  appropriate  personnel. 

3!   Develop  individualized  coordinated  training  programs  to  be 
available  to  all  newly-diagnosed  diabetics. 

4   Identify  the  social-emotional  problems  attendant  to  being 

diagnosed  a  diabetic.   Provide  an  opportunity  for  an  initial 
dialogue  of  the  emotional  aspects  accompanying  the  onset  of 
diabetes. 

PRESENT  STATUS: 

Most  phvsicians  and  hospitals  who  provide  initial  care  to  newly- 
diagnosed  diabetics  areP"crisis»  oriented  and  either  have  no  plans, 
expertise  or  time  for  patient  education.   Consequently  most  newly- 
diagnosed  diabetics  receive  inadequate  initial  instruction. 
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INPUT  REQUIRED; 

Committee  consideration  of  minimal  standards  or  guidelines  for 
education  of  newly-diagnosed  diabetics. 

Project  development  of  appropriate  teaching  materials. 

Coordination  of  individualized  training  programs  at  regional  level, 

FORM  OF  RESULTS: 

Guidelines  (standards)  for  education  of  newly-diagnosed  diabetics. 

Training  of  newly-diagnosed  diabetic  in  skills  or  knowledge  neces- 
sary to  achieve  initial  self -care. 

Emotional-social  support  to  newly-diagnosed  diabetic. 
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PROJECT  SUMMARY  SHEET  —  2 


PROJECT  TITLE: 


EDUCATION  AND  TRAINING  OF  THE  DIABETIC  PATIENT  FOR 
HOME  MANAGEMENT  OF  DIABETES 
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OBJECTIVE:      To  develop  and  implement  an  educational  program  of  home 
management  of  diabetes  emphasizing  self  care  and  pro- 
viding opportunity  for  continuing  emotional  support. 


APPROACH  TITLE: 

Establishment  of  centers  for  diabetes  education  for  development  and 
implementation  of  home  management  of  diabetes  appropriate  for  any 
diabetic  with  provision  for  continuing  education  and  evaluation. 

DESCRIPTION  OF  PROJECT: 

Establish  centers  for  diabetes  education  to  coordinate  and  develop 
programs  for  education  of  diabetic  in  home  management  of  diabetes. 
Development  of  provision  of  educational  experiences  appropriate  to 
individual  needs  of  diabetic.  Provision  of  continuing  educational 
programs  and  evaluation  of  effectiveness  of  educational  approaches. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Establishment  of  centers  for  diabetes  education  training  accord- 
ing to  geographical  and  population  density. 

2.  Development  within  centers  of  a  flexible,  comprehensive,  homo- 
phillous  program  for  any  age,  language,  ethnic  group,  or 

learning  ability. 

3.  Establishment  of  satellite  teaching  clinics  in  hospitals  and 
clinics,  etc.  to  be  staffed  by  appropriately  trained  personnel. 

4.  Provision  of  continuing  education  and  evaluation,  and  ease  of 
communication  between  health  professional  and  patients. 

5.  Providing  experiences  designed  to  assist  in  adjustment  in 
problems  of  living  with  diabetes  appropriate  to  age,  social, 
emotional,  or  ethnic  variables. 
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PRESENT  STATUS; 

Comprehensive,  coordinated  home  management  educational  programs 
are  scarce  and  most  diabetics  do  not  receive  such  comprehensive 
education  for  a  variety  of  reasons. 

INPUT  REQUIRED: 

Committee  establishment  of  standards  and  guidelines  for  home 
management  of  diabetes. 

Establishment  of  centers  for  diabetes  education  and  training. 
Development  of  appropriate  educational  materials. 
Establishment  of  satellite  clinics. 

FORM  OF  RESULTS: 

Standards  and  guidelines  for  programs  of  home  management. 
Centers  for  diabetes  education  and  training. 

Satellite  clinics  for  delivery  of  appropriate  educational  programs 
of  home  management. 

Clearing  house  for  educational  materials  for  any  age,  language, 
ethnic  group  or  learning  ability. 
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PROJECT  SUMMARY  SHEET  —  3 


PROJECT  TITLE:   SOCIAL- EMOTIONAL  SUPPORT  OF  DIABETICS 

OBJECTIVE:      To  develop  and  implement  programs  designed  to  support 

the  social-emotional  needs  of  diabetics  and  their 

families. 


APPROACH  TITLE: 

Development  of  programs  to  assist  diabetic  in  adjusting  to  problems 
of  living  with  diabetes  including  education  of  health  care  providers 
and  mental  health  personnel  to  social-emotional  needs  of  diabetics. 

DESCRIPTION  OF  PROJECT: 

Develop  educational  programs  which  recognize  social-emotional  needs 
of  diabetic,  and  family,  designed  to  facilitate  adjustment  to  living 
with  diabetes.   Coordinate  social-emotional  counseling  agencies  and 
provide  educational  programs  for  counselors  and  health  providers  to 
provide  for  social-emotional  needs  of  the  diabetic. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1   Providing  experiences  designed  to  assist  in  the  adjustment  of 
problems  in  living  with  diabetes  appropriate  to  age,  social, 
emotional,  educational,  or  ethnic  needs. 

2.  Training  of  mental  health  personnel  in  the  understanding  of 

3.  Education  of  health  care  providers  responsible  for  diabetic  care 
in  social-emotional  needs  of  diabetic.  r„  ,„„-,•! 

4   Provision  of  regional  community/ state  Diabetes  Advisory  Council 
'   to  provide  liaison  between  Diabetic  Health  Care  Providers, 
mental  health  personnel,  community,  and  health  agencies  and 
utilization  of  their  resources. 


PRESENT  STATUS: 

The  life  style  of  the  diabetic  is  frequently  curtailed  by  lack  of 
understanding  of  the  nature  of  the  disease.   Social-emotional  needs 
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of  the  diabetic  are  frequently  overlooked  in  our  crisis-oriented 
therapy  programs. 


INPUT  REQUIRED: 

Center-supervised  programs  designed  to  assist  the  diabetic  in 
adjustment  to  living  with  diabetes. 

Center-training  programs  for  health  care  providers  and  mental  health 
personnel  in  social-emotional  needs  of  diabetics. 

Establishment  of  regional  coordinating  body  to  provide  liaison 
between  health  care  providers  and  social  health  agencies. 


FORM  OF  RESULTS: 

Program  for  helping  diabetics  adjust  to  their  disease. 

Educational  programs  for  health  providers  of  mental  health  coun- 
selors in  social-emotional  needs  of  the  diabetic. 

Liaison  between  health  providers  and  community  social-mental  health 
agencies. 
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PROJECT  SUMMARY  SHEET  —  4 


PROJECT  TITLE:   EDUCATION  NEEDS  OF  VARIOUS  AGE  LEVELS 


OBJECTIVE:      To  develop  and  implement  educational  approaches  to  meet 
~"~"  needs  of  the  person  with  diabetes  (and  their  families) 

at  various  age  levels. 


C: 
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APPROACH  TITLE: 

Development  of  educational  approaches  to  meet  needs  of  diabetic  at 
various  age  levels. 

DESCRIPTION  OF  PROJECT: 

To  develop  educational  programs  to  fulfill  assessed  needs  of  dia- 
betics of  various  age  levels.   Provision  of  social,  psychological, 
occupational,  etc.,  counseling  and  age  related  group  experiences 
appropriate  to  age  levels. 

KEY  EVENTS  CRITICAL  TO  THE 

SUCCESS  OF  projectT" 

1.  To  assess  special  needs  relating  to  educational  process  and 
emotional  adjustments  imposed  by  diabetes. 

2.  To  modify  and  individualize  educational  programs  using  the  above 

findings.  .      , 

3.  To  provide  social,  psychological,  occupational,  genetic  and/or 

other  counseling  as  needed. 

4.  Provide  age  related  group  experiences  —  teen  trips,  group 
social  events,  camps  for  youth,  adult  groups,  etc. 

5.  Provide  educational  and  supportive  group  experiences  for 
parents  of  diabetic  children  and  youth. 


INPUT  REQUIRED: 

Assessment  of  specific  needs  of  diabetics  of  various  age  levels. 

Project  modification  of  educational  experiences  to  meet  needs  of 
various  age  levels. 
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FORM  OF  RESULTS; 

Assessment  of  specific  needs  (guidelines  for  education  of  diabetic 
at  various  age  levels) . 

Individualization  (modification)  of  educational  programs  to  account 
for  needs  of  various  age  levels. 

Programs  of  counseling  and  provision  for  age-related  group 
experiences. 
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PROJECT  SUMMARY  SHEET  —  5 


PROJECT  TITLE:   EDUCATION  PROGRAMS  FOR  HANDICAPPED  DIABETIC  PATIENTS 


OBJECTIVE: 


Identify  and  implement  educational  programs  approp- 
riate to  the  needs  of  diabetics  with  physical  or 
other  disabilities  and  learning  deficits. 


tj! 


APPROACH  TITLE: 

Development  and  implementation  of  educational  programs  designed 
to  meet  the  needs  of  diabetics  with  physical  disabilities  (such 
as  blindness)  or  learning  deficits. 

DESCRIPTION  OF  PROJECT: 

Assess  present  resources  for  handicapped  diabetics  and  identify 
Educational  needs.   Develop  innovative  approaches  to  the  delivery 
of  health  care  (education)  to  the  blind  diabetic  or   t^eo^emse 
physically  handicapped  diabetic.   Develop  educational  materials 
suitable  for  use  by  handicapped  diabetics. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT ;~ 

1.   Identification  and  utilization  of  resources  for  the  physicall; 
handicapped  and  those  with  learning  deficits   such  as  refer- 
ral to  cardiac  rehabilitation  programs,  prosthetic  clinics, 
special  educational  opportunities. 

2   Development  of  innovative  approaches  to  the  delivery  of 
*   health  care  information  for  blind  diabetics  and  ^°ving 
quality  of  life  through  the  use  of  talking  books  and  other 

3.   Development  of  educational  materials  suitable  for  the  use  of 
diabetics  with  learning  deficits. 

PRESENT  STATUS: 

The  lack  of  understanding  of  the  needs  of  diabetics  by  agencies 
providing  rehabilitation  training  to  handicapped  diabetis  results 
"in  inadequate  training  of  the  blind  and  handicapped  diabetic  and 
loss  of  economic  and  health  potential. 
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INPUT  REQUIRED: 

Coordinating  body  to  identify  resources  for  handicapped  diabetic, 

Contract  development  of  innovative  approaches  to  education  of 
blind  and  handicapped  diabetics. 

Contract  development  of  educational  materials  for  blind  (handi- 
capped) diabetic. 

FORM  OF  RESULTS: 

Educational  programs  and  educational  materials  for  blind  (handi- 
capped) diabetic. 

Liaison  between  rehabilitation  programs  and  diabetic  educators 
and  health  providers. 
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X.   PROJECT  SUMMARY  SHEETS 


PUBLIC  EDUCATION 
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PROJECT  SUMMARY  SHEET  —  1 


PROJECT  TITLE: 


EDUCATION  OF  SPECIAL  SEGMENTS  OF  THE  POPULATION  WHO 
AFFECT  THE  LIFE  OF  A  DIABETIC  PATIENT 


OBJECTIVE:      To  develop  and  implement  a  program  of  Instruction  of 
the  nature  and  care  of  diabetes  for  segments  of  the 
public  who  may  participate  in  the  care  of  diabetics 
(e.g.,  school  teachers,  emergency  care  personnel, 
law  enforcement  officers,  public  transportation  per- 
sonnel, and  other  public  servants). 


DESCRIPTION  OF  PROJECT: 

Identify  minimal  standards  of  care  for  diabetic  during  crisis 
intervention.   Develop  educational  materials  (kits)  and  manual  for 
presentation  of  materials  to  special  segments  of  the  public 
affecting  life  of  the  diabetic. 
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KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT:- 


1. 


Identify  essential  and  appropriate  information  for  incor- 
poration into  educational  curricula  for  service  segments 

of  the  public. 

Development  of  manuals  for  presentation  of  informatxon  to 

service  segments  of  the  public. 


PRESENT  STATUS: 

Misunderstanding  of  nature  of  diabetes  or  lack  of  training  to 
handle  diabetic  in  acute  crisis  situations  by  segments  of  the 
population  entrusted  with  their  health  care  and  supervision 
leads  to  unnecessary  embarrassment,  morbidity,  and  even  mortality 
of  the  diabetic. 


INPUT  REQUIRED: 

Committee  to  establish  essential  minimal  information  needed  to 
care  for  diabetic  in  crisis  situations. 
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Mechanisms  to  provide  appropriate  information  to  service  segments 
of  the  public,  etc.,  monitor  utilization  of  information  (volun- 
tary health  agencies) . 


FORM  OF  RESULTS: 

Guidelines  and  manuals  for  cure  of  diabetic  in  crisis  situation. 

Trained  and  educated  service  segments  of  population  who  might  be 
called  upon  to  provide  everyday  medical  care  to  the  diabetic. 
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PROJECT  SUMMARY  SHEET  —  2 
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PROJECT  TITLE:   GENERAL  PUBLIC  EDUCATION 


OBJECTIVE: 


To  increase  awareness  of  the  general  public  of  diabetes 
as  a  major  health  problem,  affecting  quality  of  life 
of  those  persons  with  diabetes. 


APPROACH  TITLE: 

Education  for  aid  in  detection,  increase  in  public  support,  aid 
in  adjustment  of  diabetic. 

DESCRIPTION  OF  PROJECT: 

Determine  attitudes  and  knowledge  of  public  toward  diabetes  and  dia- 
betics.  Prepare  information  to  increase  public  awareness  of  nature 
of  diabetes.   Provide  resources  dissemination  of  information  to  seg- 
ments of  the  population  affecting  quality  of  life  of  the  diabetic. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Initiate  an  audience  profile  to  determine  attitudes  and 
knowledge  of  (general)  public  toward  diabetes. 

2.  Coordinate  existing  resources  such  as  voluntary  health  agen- 
cies, industry,  federal  health  agencies,  and  cooperative 
extension  to  deliver  health  education  to  the  general  public. 

3.  Implement  the  detection  of  programs  in  high  risk  segments 
of  the  population. 

4.  Utilize  audience  profile  as  a  pre-test  for  continual  monxtor- 
ing  of  the  effects  of  the  educational  effort. 

5.  Provide  resources  of  information  and  dissemination  of  in- 
formation to  concerned  parties,  e.g.,  employers,  legislators, 
insurance  providers,  and  public  servants. 

PRESENT  STATUS: 

Discrimination  against  diabetics  by  employers,  legislators  or 
public  servants  occurs  because  of  failure  of  the  public  to  i 
stand  the  nature  of  diabetes, 


The  magnitude  of  diabetes  as  a 
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health  problem  is  often  not  recognized  and  diabetes  related 
programs  fail  to  receive  adequate  recognition  and  support. 


NPUT  REQUIRED; 

Assessment  of  public  attitudes  and  knowledge  toward  diabetes. 

Provision  of  information  to  general  public  and  to  segments  of 
the  public  affecting  the  quality  of  life  of  the  diabetic. 

ORM  OF  RESULTS: 

1.  Aid  in  early  recognition. 

2.  Support  and  recognition  for  diabetes. 

3.  Aid  in  social,  economic-psychological  adjustment  of  diabetic, 
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XI.   PROJECT  SUMMARY  SHEETS 


PROFESSIONAL  EDUCATION 
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PROJECT  SUMMARY  SHEET  ~  1 


PROJECT  TITLE: 


EDUCATING  THE  HEALTH  PROFESSIONAL  TO  BECOME  AN 
EDUCATOR 


OBJECTIVE:      Encourage  the  health  professional  to  include  education 
as  part  of  the  therapy. 


ASSUMPTIONS: 


: 
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1.  The  average  clinician  treating  diabetic  patients  does  not 
have  the  time  or  take  the  time,  is  not  sufficiently  motivated 
or  does  not  have  the  resources  to  adequately  educate  the 
diabetic  patient  about  his/her  disease. 

2.  Hospitals/clinics  are  not  adequately  staffed  nor  have  the 
facilities/resources  to  adequately  educate  the  diabetic 
patient.   Because  the  patient  is  his/her  own  primary  therapist 
(T.  F.  Williams),  the  patient  must  be  thoroughly  familiar 
with  the  disease  itself,  the  need  for  therapy,  and  the  various 
available  modalities/elements  of  treatment  and  the  management 
of  emergency  situations. 

3.  There  is  no  system  or  centralized  organization  that  will  pro- 
vide diabetic  patients  and  their  families  with  even  the  basic 
rudimentary  information  they  need  to  know  about  diabetes. 

4.  The  vast  majority  of  diabetics  can  get  medical  care  at  a 
lesser  cost  if  education  is  provided;  this  will  result  in 
fewer  hospital  admissions,  shorter  and  fewer  hospital  stays, 
less  time  lost  in  jobs,  and  an  overall  improvement  in  the 
quality  of  life. 

5.  Education  provides  the  family  with  a  better  understanding, 
decreased  anxieties,  and  increased  capabilities  to  cope  with 
family  interrelationships. 


APPROACHES : 


1.   In  teaching  about  diabetes  to  all  health  professionals, 
Education  should  be  considered  as  part  of  the  therapy. 
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To  conduct  workshops  to  attempt  to  teach  health  professionals 

how  to  educate  and  relate  with  their  patients  and  family 

taking  into  consideration  their  socio-economic,  cultural, 

psychological,  and  educational  needs. 

A  task  force  of  medical  personnel  should  be  established  to 

evaluate  existing  data  on  value  of  patient  education  as  it 

relates  to  the  overall  management  of  the  disease,  reducing 

hospital  admissions,  time  in  hospitals,  time  lost  on  the  job, 

etc. 

Establish  training  centers  within  each  state  to  which  diabetic 

patients  may  attend  on  an  outpatient  or  a  live-in  basis  as 

indicated. 

Within  each  training  center  a  permanent  staff  of  trained 
health  professionals  would  establish  a  curriculum  to  teach 
patients  about  the  disease  and  its  management,  i.e.,  diet/ 
exercise,  insulin  dosage/administration,  oral  therapy,  urine 
testing,  personal  hygiene,  and  emergency  situations.   Each 
center  should  be  equipped  with  adequate  audio-visual  equip- 
ment and  materials  to  assist  in  the  training  functions. 

Each  center  should  establish  teams  which  would  be  responsible 
for  outreach  programs  within  that  center's  geographical  area 
of  responsibility.   These  teams  would  go  out  periodically  to 
outreach  areas  as  the  need  dictates. 

Provisions  should  be  made  for  re-education  of  the  patients 
and  professional  personnel  based  on  knowledge,  skills,  and 
attitudes  that  they  may  show  in  evaluations  conducted  at 
specific  intervals  of  time. 

Provide  funds  to  support  a  research  project  which  will  evalu- 
ate the  potential  cost/benefits  of  a  reward  system  and  recom- 
mend approaches  to  implement  such  a  system  if  appropriate. 
This  effort  will  involve  evaluating  the  roles,  attitudes,  and 
inter-relationships  between  diabetic  patients  and  the  pro- 
viders; providers  and  their  peer  review/quality  assurance 
(Q.A.)  activities;  results  of  the  Q.A.  activities  and  third 
party  payers,  licensing  board  examinations,  health  facility 
licensing,  and  health  program  accreditation  through  compliance 
with  established  standards.   One  concept  to  consider  would  be 
to  reward  (1)  consumers  for  good  management  by  lowering  the 
rate  of  increase  in  premium  payments,  (2)  providers  by  reim- 
bursing them  for  educational  cost,  and  (3)  providers  by 
depending  on  them  to  provide  data  that  would  change  curriculum 
content  in  the  educational  process  and  influence  the  content 
of  board  examinations. 

The  health  professionals  in  the  center  responsible  for  the 
outreach  programs,  must  organize  health  teams  for  the 
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education  and  care  of  the  patient  in:   HMO's,  neighborhood 
health  centers,  local  health  departments,  and  private  practice 
of  medicine,  etc. 

DESCRIPTION  OF  PROJECT: 

Establishment  of  regional  training  centers  where  the  major  respon- 
sibility would  be  the  development  of  educational  programs  for 
the  delivery  of  the  health  care  of  the  diabetic  patient  and  the 
continuing  medical  education  of  the  diabetic  and  the  health 
professional. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  That  key  core  personnel  and  core  facilities  are  provided  in 
the  "Centers"  for  education  and  demonstration  of  care  of  the 
diabetic  patient  which  will  serve  as  a  working  model  for 
health  professionals. 

2.  That  mechanisms  are  provided  by  which  we  can  motivate  health 
professionals  to  come  to  the  educational  courses  held  in  the 
"Centers"  and  to  keep  abreast  in  the  field  by  coming  to  the 
"Centers"  for  refresher  courses  at  periodic  intervals. 
Examplesof  mechanisms  that  may  lead  to  this  change  in  atti- 
tude include:   to  comply  with  standards  of  professional 
societies,  PSRO's  certification  and  relicensure,  and  to  give 
adequate  information  and  care  to  patients  who  are  knowledge- 
able about  the  disease. 

3.  That  studies  done  show  without  a  doubt  that  a  team  approach 
is  the  preferred  method  in  giving  education  and  care  to  the 
patient. 

4.  That  services  and  agencies  in  the  outreach  provide  the 
facilities  in  the  community  that  will  facilitate  the  work  of 
the  teams  based  on  data  which  will  prove  without  a  doubt  that 
this  is  the  best  approach  if  properly  conducted. 

5.  Funds  are  provided  to  conduct  the  research  studies  needed  to 
substantiate  the  validity  of  the  statement  that  proper  edu- 
cation leads  for  a  better  life  style  of  the  diabetic  and 

that  the  team  approach  is  the  best  way  to  deliver  their  health 
care.   Funds  are  also  provided  for  the  educational  workshops 
of  the  health  professionals. 

6.  Coordinators  exist  between  the  "Centers,"  the  National 
Diabetes  Educational  Advisory  Board,  the  government,  volun- 
tary and  private  agencies  who  are  responsible  for  the 
delivery  of  the  health  care,  the  general  public,  and  the 
teaching  institutions  (professional  schools  such  as  medical, 
nursing,  etc.) 
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7.  That  information  regarding  the  availability  of  these  facili- 
ties is  well  disseminated  among  professionals  and  the  public, 

8.  That  if  solid  data  is  provided  to  validate  our  statements 
in  paragraph  5,  third  party  payers  will  reimburse  health 
professionals  for  the  education  of  the  patient. 

PRESENT  STATUS: 

As  a  rule,  at  present,  education  is  not  being  considered  a  part 
of  the  therapy  of  the  patient. 


INPUT  REQUIRED: 

Identify  and  evaluate  the  data  already  available  related  to  the 
value  of  patient  educational  therapy.   Conduct  prospective  studies 
throughout  the  country  to  confirm  or  refute  the  above  findings. 


FORM  OF  RESULTS: 

Improve  the  overall  health  and  quality  of  life  of  the  diabetic, 
and  establish  a  basis  for  the  continued  improvement  and  modifi- 
cation of  the  health  care  of  the  diabetic  patient.   Obtain  third 
party  reimbursement  for  patient  education. 
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PROJECT  SUMMARY  SHEET  —  2 


PROJECT  TITLE:   TEAM  APPROACH  IN  THE  CARE  OF  THE  DIABETIC  PATIENT 


GOAL: 


To  increase  the  use  of  the  team  approach  in  diabetes 
care. 


SPECIFIC  OBJECTIVES: 
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1.  To  clearly  define  the  advantages  of  the  team  approach  to 
diabetic  care. 

2.  To  delineate  the  members  of  the  team,  including  their  quali- 
fications. 

3.  To  meticulously  describe  the  functions  and  responsibilities 
of  each  member  of  the  diabetes  team. 

4.  To  promote  understanding  of  these  elements  by  the  physician 
and  the  team  members  and  to  coordinate  the  professional 
interplay  between  each  of  them  with  each  other  and  with  the 
patient. 

5.  Using  sound  scientific  evidence  the  importance  of  the  team 
approach  to  diabetes  care  should  be  proven  so  as  to  convince 
third  party  payers  to  provide  reimbursement  for  education. 


APPROACHES : 
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1.  To  establish  the  minimal  standards  of  knowledge  and  skills 
relating  to  diabetes  for  health  professional  team  members. 

2.  To  promote  the  health  care  team  concept  through  core  curricu- 
lum contact  in  the  appropriate  health  professions. 

3.  Utilize  existing  centers  and  systems  which  make  use  of  the 
team  approach  to  demonstrate  the  development,  operation,  and 
validity  of  the  method. 

4.  To  determine  existing  health  profession  manpower  resources 
at  the  national,  state,  and  local  levels  and  develop  tech- 
niques for  filling  gaps. 

5.  Encourage  local  or  regional  professionals  to  become  cog- 
nizant and  mutually  respectful  of  each  other  and  to  come 
together  to  plan  a  joint  program  of  diabetes  management 
through  Continuing  Medical  Education  programs. 

6.  Include  the  health  team-care  concept  in  the  Patient  and 
Public  Education  Committee  report  in  hopes  of  creating  a 
demand  for  this  type  of  service. 
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7.   Provide  grant  funds  for  developing  public,  patient,  and  pro- 
fessional education  materials  which  relate  to  the  health  care 
team  concept. 


SPECIFIC  PROJECTS  USING  TEAM  APPROACH: 

1.  See  report  of  individual  professional  subcommittees  regarding 
core  curriculum  development. 

2.  See  projects  of  other  subcommittees  relevant  to  the  team 
approach. 


1EY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

Establish  that  advantages  exist  to  the  team  approach  concept  of 
diabetes  care. 

'RESENT  STATUS: 

The  team  approach  is  being  used  by  a  handful  of  educational  pro- 
grams in  the  nation.   The  diabetic  patient  is  taken  care  mainly 
by  primary  physicians  who  are  not  prepared  to  deliver  a  compre- 
hensive care  (see  State  of  the  Art,  Professional  Education). 


NPUT  REQUIRED: 

Identify  and  evaluate  available  data  on  the  value  of  the  team 
approach. 


ORM  OF  RESULTS: 

1.  To  improve  the  overall  health  and  quality  of  the  diabetic 
patient  and  establish  a  basis  for  the  continued  improvement 
and  modification  of  the  health  care  of  the  diabetic  patient, 

2.  To  ensure  third  party  reimbursement  for  diabetes  education. 
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PROJECT  SUMMARY  SHEET  —  3 


PROJECT  TITLE: 


CURRICULA  MODEL  DEVELOPMENT. 
EVALUATION 


IMPLEMENTATION,  AND 


OBJECTIVE:      Develop  and  assess  the  effectiveness  of  diabetes 
education  in  various  curricula  models  in  health 
professional  programs. 
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APPROACHES : 

1.  Provide  funds  to  educational  institutions  for  supporting 
efforts  in  developing,  implementing,  and  evaluating  cur- 
ricula models.   As  a  minimum  the  following  model  types 
should  be  funded. 

2.  Courses  to  include  the  minimal  essentials  in  knowledge  and 
skills  in  diabetes. 

3.  Use  of  clinical  education  facilities  for  exposure  of 
students  to  diabetic  patients. 

4.  Use  of  teaching  simulation  aids  to  augment  and/or  replace 
the  clinical  education  experience. 

5.  Use  of  diabetic  camps  for  exposure  of  students  to  diabetic 
patients. 

6.  Variable  length  and  type  of  education  psychology  and  human 
behavior  course  content  in. 

7.  Continuing  education  models  for  urban,  suburban,  and  rural 
environments. 

8.  Curricula  stressing  the  health  care  team  concept. 

9.  Graduate  or  certificate  level  programs  with  concentrated 
course  content  in  diabetes.   This  model  would  produce  a 
specialist  in  diabetes. 

10.  Teaching  simulation  models  must  be  developed  and  evaluated, 
i.e.,  audio-visual  role  playing  sessions,  blood  sugar 
status  indicator  device,  self-instructional  packages. 

11.  Examination  materials  for  evaluating  the  knowledge  and 
behavioral  skills  of  all  health  professionals  at  the  basic 
and  specialist  levels  need  to  be  identified. 

12.  Funds  should  be  available  to  support  a  curriculum  coordi- 
nator and  a  research/evaluation  specialist  for  each  cur- 
riculum model  project,  simulation  aids  for  appropriate 
projects,  office  equipment  and  supplies,  travel  and  sec- 
retarial support,  and  support  of  continuing  education 
programs. 
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13.   Through  workshops  there  should  be  coordination  between 

projects  to  ensure  appropriate  controls  in  the  research/ 
evaluation  activities  so  results  can  be  compared  between 
institutions.   The  result  of  these  projects  should  have 
institution  independence  application. 

DESCRIPTION  OF  PROJECT: 

Funds  will  be  made  available  to  support  efforts  identified  in 
the  approach. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 


1. 
2. 


Identification  of  funds  to  support  these  projects. 
Qualified  applicants  (e.g.,  medical  schools,  professional 
societies,  etc.)  with  acceptable  protocols  including  an 
evaluation  outline  to  determine  effectiveness  of  models. 


PRESENT  STATUS: 

Curricula  assessment  on  national  basis  is  unknown. 

INPUT  REQUIRED: 

Identification  of  available  minimal  standards. 

FORM  OF  RESULTS: 

Prepare  health  professional  to  be  more  knowledgeable  about 
diabetes  and  effective  in  the  care  and  management  of  the  dia- 
betic patient. 
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PROJECT  SUMMARY  SHEET  --  4 


PROJECT  TITLE:   CONTINUING  MEDICAL  EDUCATION  PROGRAMS  IN  DIABETES 


OBJECTIVE; 


To  design  CME  programs  in  diabetes  which  will  assure 
the  competence  of  all  health  professionals  in  their 
relationship  with  diabetic  patients. 


APPROACHES 


1.  The  DRT  Center  will  offer  CME  programs  for  all  health 
professionals. 

2.  The  ADA  and  its  affiliate  associations  must  continue  offer- 
ing postgraduate  courses  for  physicians  and  allied  health 
professionals. 

3.  Professional  schools  should  play  a  paramount  role  in  the 
continuing  education  of  all  health  professionals. 

4.  National  societies  and  state  societies  must  be  encouraged 
to  include  topics  on  diabetes  mellitus  in  their  continuing 
medical  education  programs. 

5.  The  media  and  industry  must  continue  providing  educational 
material  in  a  coordinated  effort  and  develop  them  accord- 
ing to  the  guidelines  established  by  the  National  Clearing 
House. 
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DESCRIPTION  OF  PROJECT: 

Utilizing  the  data  collected  in  the  "knowledge  assessment  proj 
ect,"  the  cognitive  needs  of  practicing  physicians  will  be 
organized  into  the  curricula  for  continuing  medical  education 
courses  in  diabetes.   Such  courses  will  be  organized  in  all 
regions  by  Diabetes  Research  and  Education  Centers  and  by 
diverse  qualified  groups  (Medical  Schools,  ADA,  national  and 
state  medical  societies,  NIH,  state  and  local  health  depart- 
ments, etc.). 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT:"" 

1.  Assessment  of  knowledge  needs. 

2.  Ability  to  agree  on  course  content, 
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3.  Arrange  approval  of  course  curricula  for  CME  credits  by 
accreditation. 

4.  Availability  of  qualified  faculty  to  present  the  courses. 

5.  Funds  availability  from  all  sources  including  fees. 

PRESENT  STATUS; 

Many  fragmentary  and  complete  courses  are  utilized  but  they 
rarely  relate  to  established  needs. 


INPUT  REQUIRED; 

Review  content  and  practicality  of  CME  courses  being  offered. 

rORM  OF  RESULTS; 

This  project  should  enhance  the  health  professional's  knowledge 
and  skills  in  the  overall  care  and  management  of  the  diabetic 
patient. 
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PROJECT  SUMMARY  SHEET  —  5 


PROJECT  TITLE: 


DESCRIBING  THE  PROFESSIONAL  BEHAVIOR  TOWARD  THE 
DIABETIC  PATIENT 


OBJECTIVE: 


To  generate  a  data  base  for  evaluating  the  impact  o 
education  on  the  performance  of  health  care  pro- 
fessionals interfacing  with  diabetic  patients. 


APPROACH  TITLE: 
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Evaluation  of  professional  performance,  and  changes  in  profes- 
sional performance  characteristics,  through  critical  incident 
interviews. 

DESCRIPTION  OF  PROJECT: 

This  project  is  directed  toward  the  identification  of  profes- 
sional behavior  toward  the  diabetic  patient.   Initial  descrip- 
tions of  behaviors  will  be  compared  with  behavior  descriptions 
after  the  professionals  have  participated  in  the  educational 
programs  suggested  herein.   Behavior  change  may  thereby  be 
assessed. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  The  selection  of  target  groups,  using  probability  sampling 
plans,  for  which  critical  incidents  may  be  generated. 

2.  The  development  of  comparison  bases,  either  through  pre- 
and  post-interviews  or  through  the  description  of  performan 
characteristics  for  target  (trained)  and  for  matched 
(untrained)  groups. 

3.  The  sampling  of  decision  incidents,  by  decision  category, 
to  be  evaluated  for  "correctness"  by  a  purposefully  selecte 
panel  within  each  professional  role  or  job  classification. 


PRESENT  STATUS: 


Project  not  yet  started. 
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INPUT  REQUIRED: 

A  considerable  amount  of  time  and  funding,  perhaps  20  percent 
of  this  project  should  be  devoted  to  preliminary  planning  (in- 
cluding sampling  decision,  construction  of  interview  schedules, 
etc. ) . 


FORM  OF  RESULTS; 

The  results  would  provide  not  only  specific  performance  charac- 
teristics and  how  these  characteristics  change  as  a  function  of 
participation  in  education  programs,  but  would  also  identify 
performance  demands  for  which  no  training  or  educational  programs 
have  been  suggested.   In  this  sense,  the  pre-test  interviews 
serve  as  the  basis  for  extensive  needs  assessment. 
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PROJECT  SUMMARY  SHEET  —  6 


PROJECT  TITLE: 


MEASURING  ATTITUDES  OF  PROFESSIONAL  HEALTH  CARE 
PERSONNEL  TOWARD  DISCUSSION  OF  DIABETES 


OBJECTIVE: 


To  develop  a  summated  attitude  scale,  with  sub- 
scales  directed  toward  specific  attitude  objectives, 
to  be  used  in  evaluating  attitude  change  from  par- 
ticipation in  the  professional  education  program 
described  herein. 
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APPROACH  TITLE: 

Constructing  an  Attitude  Scale. 

DESCRIPTION  OF  PROJECT: 

The  project  involves  the  construction,  pre-testing,  and  vali- 
dation of  a  scale  for  assessing  attitudes  toward  differing 
dimensions  of  diabetes.   The  scale  is  to  be  employed  in  evalu- 
ating the  extent  to  which  educational  objectives  associated 
with  changing  attitudes  are  accomplished  through  the  educa- 
tional program  suggested  here. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Specification  of  specific  attitudes  to  be  changed. 

2.  Generation  of  itemized,  administrative  of  pool  to  sample, 
reduction  of  itemized  pool  to  final  scale. 

3.  Validation  of  scale  for  specific  groups  of  professionals. 

PRESENT  STATUS: 


Project  not  yet  started. 


INPUT  REQUIRED: 

Specification  of  attitudes  to  be  changed,  with  specification  to 
come  from  the  Education  Committee  of  the  National  Commission  on 
Diabetes. 
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FORM  OF  RESULTS: 

A  final  scale  for  measuring  attitudes  toward  dimensions  of 
diabetes. 


357 


PROJECT  SUMMARY  SHEET  —  7 


PROJECT  TITLE: 


EVALUATING  THE  IMPACT  OF  EDUCATIONAL  PROGRAMS  ON  THE 
FACILITATION  OF  SELF-CARE  ATTITUDES  AND  BEHAVIOR 


OBJECTIVE: 


To  evaluate  the  extent  to  which  patient  sentiments 
and  self-treatment  behavior  improve  as  a  function  of 
(1)  patient  education  programs,  (2)  interaction  with 
"trained"  health-care  personnel. 
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APPROACH  TITLE : 

To  develop  an  evaluation  strategy  for  assessing  change  on  the 
three-fold  criteria  labelled  "facilitation,"  consisting  of: 
(1)  the  patient's  understanding  of  his  condition,  (2)  the 
patient's  feelings  of  confidence  in  coping  with  his  condition, 
(3)  the  patient's  avoidance  of  errors  in  self -treatment . 

DESCRIPTION  OF  PROJECT: 

The  development  of  measures  for  the  three  criteria  identified 
above  would  necessarily  precede  the  collection  of  evaluation 
data.   Subsequently,  measures  would  be  applied  to  individuals 
identified  as  "targets"  in  one  of  the  following  two  senses: 

(1)  they  participated  in  patient  education  programs,  or 

(2)  they  received  care  from  professionals  who  participated  in 
professional  education  programs. 


r::> 


fe 


. .  j 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  The  development  of  measures  for  the  three  criteria  identi- 
fied above. 

2.  The  selection  of  target  patient  groups,  and  the  development 
of  a  comparison  base,  either  through  pre-  and  post-testing 
of  "experimental"  and  "method-control"  groups  or  through 
the  testing  of  target  (meeting  one  of  the  two  criteria 
identified  under  "Description  of  Project")  and  method 
(failing  on  both  of  the  two  criteria)  groups. 

3.  Since  the  potential  patient  population  is  great,  purposive 
sampling  decisions  would  be  required  in  identifying  those 
patient  groups  on  whom  the  evaluation  data  would  be  collected 
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PRESENT  STATUS: 


Project  not  yet  started. 


INPUT  REQUIRED: 

A  preliminary  planning  conference  involving  social  scientists 
and  health  care  professionals  would  be  necessary  to  identify  the 
available  techniques  for  developing  measurements  associated  with 
this  evaluation  project. 


FORM  OF  RESULTS: 

Pre-post  data  on  the  three  criteria,  or  data  on  patient  groups 
which  have  either  participated  in  patient  education  programs  or 
have  received  care  from  professionals  who  have  participated  in 
professional  education  programs  compared  with  interested  patients 
not  meeting  either  of  these  two  criteria. 
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PROJECT  SUMMARY  SHEET  —  8 


PROJECT  TITLE: 


CORE  CURRICULUM  IN  DIABETES  MELLITUS  FOR  MEDICAL 
STUDENTS 


GOAL: 


To  improve  the  knowledge,  skills,  and  attitudes  of 
the  health  professional  to  provide  effective  care  for 
the  patient  with  diabetes  mellitus. 


OBJECTIVE: 


Identify  a  core  curriculum  for  diabetes  and  related 
endocrine  disorders  to  be  used  in  the  teaching  of  this 
discipline  in  the  basic  and  medical  sciences  in 
medical  school. 


APPROACHES : 
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1.  Assemble  a  group  of  experts  for  the  purpose  of  designing  a 
curriculum  model. 

2.  Share  the  curriculum  model  with  the  Curriculum  Committee  of 
each  medical  school. 

3.  Once  designed,  test  and  evaluate  this  curriculum  model. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  In  the  design  of  the  core  curriculum,  use  a  multi-disciplinary 
approach.   All  faculty  segments  should  be  represented,  such 
as:   Anatomy,  Physiology,  Biochemistry,  Parmacology,  Pathology, 
Adult  and  Pediatric  Endocrinology,  Preventive  Medicine, 
Family  Medicine,  Surgery,  Obstetrics  and  Gynecology,  etc.) 

and  representatives  of  the  student  body. 

2.  Get  input  from  professional  societies  very  much  interested 
in  this  endeavor,  such  as:   American  Diabetes  Association, 
Endocrine  Society,  American  Association  of  Medical  Colleges, 
American  College  of  Physicians,  American  Academy  of  Family 
Practice,  etc. 

3.  In  the  preparation  of  the  curriculum  for  the  clinical  year, 
consider:   (a)  using  a  health  team  approach  in  the  teaching 
of  diabetes  mellitus,  (b)  orient  the  education  of  the  student 
around  the  problems  and  needs  of  the  patient. 
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4.  Give  the  responsibility  of  the  consideration  and  planning 
of  this  educational  endeavor  to  the  National  Diabetes 
Committee  which  will  identify  the  task  force  and  will 
negotiate  the  funding  of  such  workshop  or  workshops. 

5.  In  the  preparation  of  the  curriculum  assess  the  needs  of  the 
students,  develop  educational  objectives,  assess  available 
resources,  and  select  and  apply  appropriate  educational 
methods. 

6.  Test  this  curriculum  and  determine  its  effectiveness  by  an 
appropriate  evaluation. 

PRESENT  STATUS; 

Every  medical  school  has  its  own  general  curriculum,  some  of 
which  are  integrated  and  some  not.   In  certain  curricula,  the 
time  alloted  to  the  teaching  of  diabetes  is  very  limited. 


INPUT  REQUIRED: 

1.  Surveys  and  assessments  of  existing  curricula. 

2.  Assign  a  task  force  of  at  least  15  professionals  to  carry  out 
this  task. 

3.  Need  at  least  to  conduct  three  curriculum  workshops  of  three 
days  each. 

A.   Money:   15  consultants  at  $100  honorary  salary  and  $50  per 
diem  at  $12,000/workshop  =  $36,000. 


FORM  OF  RESULTS: 

1.  To  assure  that  medical  students  have  a  minimum  amount  of 
knowledge,  skills,  and  attitudes  which  are  considered  adequate 
in  the  teaching  of  diabetes  and  related  endocrine  disorders. 

2.  The  development  of  an  integrated  curriculum  from  the  very 
first  years  of  medical  school  exposes  the  medical  student 
early  in  his  career  to  the  multi-disciplinary  approach  in  the 
teaching  and  practice  of  medicine. 

3.  If  we  develop  excellent  educational  experiences,  we  will  most 
likely  motivate  students'  interest  in  diabetes. 
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PROJECT  SUMMARY  SHEET  —  9 


PROJECT  TITLE: 


KNOWLEDGE,  SKILLS,  AND  ATTITUDES  OF  PHYSICIANS  IN 
TRAINING  REGARDING  DIABETES  MELLITUS 


GOAL: 


Improve  the  knowledge,  skills,  and  attitudes  of  the 
health  professional  to  provide  effective  care  of  the 
patient  with  diabetes  mellitus. 


OBJECTIVE:      Assess  the  knowledge,  skills,  and  attitudes  that 

physicians  in  training  (apart  from  those  on  the  sub- 
specialty training)  have  regarding  diabetes  at  the 
beginning  of  their  training  and  set  minimal  standards. 


APPROACHES : 
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Give  a  pre-test  to  ascertain  the  knowledge,  skills,  and  atti- 
tudes which  the  physician  in  training  has  at  the  beginning  of 
his/her  training. 

Identify  the  content  about  diabetes  and  related  endocrine 
disorders  in  the  ECMFG,  the  second  the  third  part  of  the 
National  Boards  and  the  Flex. 

Recommend  that  certifying  Boards  and  agencies  include  in  their 
examinations  that  minimum  number  of  questions  which  may  help 
assess  the  knowledge  the  physician  has  in  diabetes  and  related 
disorders. 

Each  specialty  and  subspecialty  board  should  organize  a  com- 
mittee which  will  define  which  are  the  concepts,  attitudes, 
and  skills  in  which  the  physician  in  training  must  be  highly 
competent  and  aware  of.   This  committee  must  also  define  the 
attitudinal  objectives  (example:   Guidelines  to  the  Content  of 
Pediatric  Residency:   A  Theoretical  Model  with  Practical 
Implications.   Deacon,  J.R.  ,  Mager,  T.C.,  Tracy,.  P. C. 
Wisconsin  School  of  Medicine  and  Chapter  of  the  American 
Academy  of  Pediatrics.) 

In  the  effort  above  the  American  Diabetes  Association  and 
Endocrine  Society  should  have  some  input  in  the  elaboration 
of  the  concepts,  skills,  and  attitudes  that  the  physician  in 
training  must  have  regarding  this  field. 
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KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 


1.  Give  the  responsibility  of  the  coordination  and  planning  of 
the  educational  effort  to  the  National  Diabetes  Committee. 

2.  Identify  a  Task  Force  for  the  design  of  the  curriculum  that 
is  multi-disciplinary  and  in  which  the  appropriate  certifying 
agencies  are  represented,  i.e.,  American  Board  of  Internal 
Medicine,  American  Academy  of  Family  Practice,  etc. 

3.  Involve  the  physician  in  training  in  the  development  of  mini- 
mal standards. 

4.  Provide  the  funds  for  such  an  educational  endeavor. 

5.  Share  the  minimal  standards  established  with  institutions 
that  provide  training,  HMO's,  PSRO,  accreditation  agencies, 
etc. 

PRESENT  STATUS: 

Minimal  standards  have  not  been  established  for  most  of  the 
specialists. 


INPUT  REQUIRED: 

1.  Survey  minimal  standards  being  developed  by  various  special- 
ists and  subspecialists. 

2.  Manpower:   Arrange  the  task  force  in  each  specialty  program 
to  carry  out  the  task. 

3.  Money:   $36,000. 


FORM  OF  RESULTS: 

1.  Assure  that  physicians  in  practice  get  adequate  knowledge  and 
develop  the  skills  necessary  to  take  care  of  the  diabetic  in 
their  area  of  expertise. 

2.  Hopefully,  the  above  will  improve  the  care  of  the  diabetic 
patient. 
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PROJECT  SUMMARY  SHEET  —  10 


PROJECT  TITLE:   CLINICAL  TRAINING  IN  ENDOCRINOLOGY  AND  DIABETES 


GOAL: 


Improve  the  knowledge,  skills,  and  attitudes  of  the 
health  professionals  to  provide  effective  care  for 
the  patient  with  diabetes  mellitus. 


OBJECTIVE:      Assures  that  physicians  training  on  clinical  endocrin- 
ology are  competent  in  diabetes  and  vice  versa. 


APPROACHES: 
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b. 


All  directors  of  training  programs  in  endocrinology  and 
diabetes  must  make  the  needed  arrangements  to  assure  a  broad 
exposure  of  the  trainee  to  patients  with  diabetes  and  endo- 
crine disorders.  . 
To  assure  a  broad  training,  the  trainee  should,  in  his  clini- 
cal year,  rotate  through: 


1.  Adult  endocrinology 

2.  Pediatric  endocrinology 

3.  Reproductive  endocrinology. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT?" 

1.  Acceptance  of  the  concept  by  the  providers  of  training  and 
the  consumers. 

2.  Compulsory  certification  by  the  Board  of  Endocrinology  and 
Metabolism  to  be  considered  specialists. 

3.  Authority  for  implementation  to  National  Diabetes  Education 
Advisory  Board.  . 

4.  Funds  are  provided,  by  the  Hospital  or  other  agency  (not  NIH) 
to  support  this  year  of  clinical  training. 

PRESENT  STATUS: 

Training  programs  in  endocrinology  and  diabetes  have  been  varied 
in  nature.   Most  of  the  traineeships  in  the  past  were  rese arch 
traineeships  supported  by  the  National  Institutes  of  Health  whicti 
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follow  the  avenues  of  interest  to  the  educator.   A  trainee  could 
learn  a  lot  about  thyroid  diseases  in  one  instance,  adrenal 
diseases  in  others,  and  very  little  about  diabetes.   Historically, 
all  the  traineeships  in  Pediatric  endocrinology  in  the  past  had 
diabetes  mellitus  excluded  from  their  educational  program.   This 
is  so  much  so  that  a  great  percentage  of  the  clinical  diabetolo- 
gists  in  this  country  are  self-made. 


INPUT  REQUIRED: 

1.  Survey  programs  which  are  providing  a  clinical  year  of  train- 
ing and  their  type  of  clinical  explosure  to  diabetes. 

2.  Task  Forces  named  to  discuss  and  make  recommendations  regard- 
ing this  concept. 

3.  Assess  opinions  of  training  program  directors  and  physicians 
currently  on  training. 

4.  Provide  funds  for  this  task. 


FORM  OF  RESULTS: 

1.   Assures  that  the  physician  with  the  specialty  is  competent  to 
manage  properly  the  diabetic  patient. 
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PROJECT  SUMMARY  SHEET  —  11 


PROJECT  TITLE: 


KNOWLEDGE  ASSESSMENT  OF  PRACTICING  PHYSICIANS  AND 
RESPONSIVE  CONTINUING  MEDICAL  EDUCATION 


OBJECTIVE: 


To  evaluate  the  practicing  physician's  knowledge  of 
diabetes  in  order  to  assess  educational  needs  and  to 
plan  specific  programs  of  continuing  medical  education. 
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APPROACH  TITLE: 

Determination  of  gaps  and  needs  in  skills  and  knowledge  ascer- 
tained by  personal  or  telephone  interview,  or  by  written  self- 
assessment  examination  of  a  sample  of  each  professional  subgroup. 

DESCRIPTION  OF  PROJECT: 

A  sample  of  practicing  physicians  will  be  examined  to  determine 
their  skills  and  knowledge  of  diabetes,  including  diagnosis, 
preventive-medical  and  acute  crisis  management  and  the  treatment 
of  the  long-term  complications.   Evaluation  will  be  made  by 
written  and  verbal  examination,  problem-solving,  and  clinical 
assessment. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Elicit  the  cooperation  of  an  adequate  sample  of  practitioners, 

2.  Develop  appropriate  tools  and  techniques  of  knowledge 
evaluation. 

3.  Collation  and  interpretation  of  data  and  subsequent  develop- 
ment of  appropriate  CME  courses. 

PRESENT  STATUS: 

A  limited  amount  of  information  is  available  through  recent 
reexamination  and  recertif ication  procedures  by  American  College 
of  Physicians,  Association  of  Family  Practitioners,  and  perhaps 
others.   Many  fragmentary  and  complete  courses  exist,  but  their 
responsiveness  to  needs  is  uncertain. 
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INPUT  REQUIRED: 

Knowledge  assessment. 
Responsive  care. 

FORM  OF  RESULTS: 

This  project  will  develop  a  basis  to  determine  the  continuing 
medical  education  needs  concerning  diabetes  of  practitioners  with 
different  levels  of  education  and  variable  time  span  since  com- 
pletion of  training. 
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PROJECT  SUMMARY  SHEET  —  12 


PROJECT  TITLE:   ATTITUDINAL  ASSESSMENT  OF  PRACTICING  PHYSICIANS 


OBJECTIVE: 


To  evaluate  the  practicing  physician's  attitude 
concerning  diabetes. 
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APPROACH  TITLE: 

Data  collection  as  to  attitudes  done  by  development  of  appropri- 
ate instruments  and  by  personal,  telephone  or  mail  interview  by 
skilled  professional  representatives  (e.g.,  Opinion  Research 
Corporation,  Response  Analysis,  Gallup  Poll  or  others). 

DESCRIPTION  OF  PROJECT: 

A  sample  of  practicing  physicians  will  be  interviewed  to  deter- 
mine their  attitude  about  diabetes  as  a  disorder  and  about  the 
diabetes  patient.   Special  instruments  and  techniques  will  be 
developed  by  skilled  professionals  in  the  field  of  opinion 
research.   The  time  and  factors  which  relate  to  attitude  will  be 
ascertained. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Obtain  the  cooperation  of  an  adequate  sample  of  practitioners. 

2.  Development  of  appropriate  instruments  which  will  give  mean- 
ingful data  by  psychologists  in  the  field  of  opinion  research. 

3.  Collate  the  data  and  evaluate  its  significance. 

PRESENT  STATUS: 

No  scientific  data  is  available,  except  in  small  peripheral  or 
fringe  studies. 


INPUT  REQUIRED: 

Survey  of  data  available  regarding  attitudes  of  practicing 
physicians. 
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FORM  OF  RESULTS: 

The  project  will  shed  light  on  the  degree  of  motivation  of  prac- 
ticing physicians  to  participate  in  education  programs  on  diabetes 
and  the  quality  of  care  such  physicians  give  to  patients  with 
diabetes.   This  may  give  guidance  for  the  means  of  attitudinal 
change. 
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PROJECT  SUMMARY  SHEET  —  13 


PROJECT  TITLE:   CONTINUING  MEDICAL  EDUCATION  PROGRAM  FOR  PHYSICIANS 


OBJECTIVE: 


To  design  continuing  medical  education  courses  in 
diabetes  which  will  assure  the  competence  of  physi- 
cians to  treat  diabetes. 


APPROACHES : 
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a.  The  Diabetes  Education  Centers  and  the  Diabetes  Training  and 
Research  Centers  will  offer  courses  of  a  continuing  medical 
education  as  needed  to  reach  the  physicians  in  the  region 
(and  allied  health  professionals).   Four  such  courses  could 
be  programmed  during  the  year.   In  order  to  motivate  the 
physician  to  work  in  a  team  with  allied  health  professionals, 
the  courses  may  be  given  to  both  groups  of  professionals 
together. 

b.  The  ADA  and  its  affiliate  associations  must  continue  offering 
postgraduate  courses  for  physicians  and  allied  health  pro- 
fessionals. 

c.  Medical  schools  should  play  a  paramount  role  in  the  continuing 
medical  education  of  the  medical  professionals. 

d.  National  societies  and  state  societies  must  be  encouraged  to 
include  topics  on  diabetes  mellitus  in  their  continuing  medi- 
cal education  courses.   This  has  already  been  addressed  by 
the  Academy  of  Family  Practice. 

e.  The  media  and  industry  must  continue  providing  educational 
material  in  a  coordinated  effort  and  develop  them  following 
educational  principles  and  including  a  self-assessment. 

DESCRIPTION  OF  PROJECT: 

Utilizing  the  data  collected  in  the  "knowledge  assessment  project,' 
the  cognitive  needs  of  practicing  physicians  will  be  organized 
into  the  curricula  for  continuing  medical  education  courses  in 
diabetes.   Such  courses  will  be  organized  in  all  regions  by 
Diabetes  Research  and  Education  Centers  and  by  diverse  qualified 
groups  (Medical  Schools,  ADA,  national  and  state  medical  socie- 
ties, NIH,  state  and  local  health  departments,  etc.). 
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KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 


1.  Assessment  of  knowledge  needs. 

2.  Ability  to  agree  on  course  content. 

3.  Arrange  approval  of  course  curricula  for  CME  credits  by 
accreditation. 

4.  Availability  of  qualified  faculty  to  present  the  courses, 

PRESENT  STATUS: 

Many  fragmentary  and  complete  courses  are  utilized  but  they 
rarely  relate  to  established  needs. 


INPUT  REQUIRED: 

1.  Review  CME  courses  being  offered. 

2.  Review  content  of  CME  to  assess  its  practicality. 


FORM  OF  RESULTS: 

This  project  should  enhance  the  practitioner's  knowledge  and  skills 
in  the  diagnosis  and  management  of  diabetes. 
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PROJECT  SUMMARY  SHEET  —  14 


PROJECT  TITLE: 


RESEARCH  AND  CLINICAL  FELLOWSHIPS  IN  DIABETES  AND 
RELATED  ENDOCRINE  DISORDERS  IN  UNDERGRADUATE  AND 
POSTGRADUATE  STUDENTS 


GOAL: 


Generate  adequate  number  of  health  professionals 
specifically  interested  in  diabetes. 


OBJECTIVE;      Create  student  and  postgraduate  research  and  clini- 
cal fellowship  programs  in  diabetes  and  related 
endocrine  disorders. 


APPROACHES : 
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a.  Student  research  fellowship  programs  must  be  increased.  Funds 
should  be  provided  to  those  institutions  which  are  conducting 
the  finest  research  with  specific  goals  to  unveil  the  cause 

of  diabetes  and  its  complications. 

b.  The  NIH  should  increase  the  individual  research  fellowship 
and  the  individual  National  Research  Service  Awards  in 
diabetes  and  related  endocrine  disorders.   These  fellowships 
and  science  awards  should  be  offered  by  the  NIAMDD,  the 
National  Heart  and  Lung  Institute,  the  National  Institute  of 
Neurological  Diseases  and  Stroke,  the  National  Institute  of 
Child  Health  and  Human  Development,  and  the  National  Eye 
Institute.   Other  agencies  include  voluntary  agencies  such 
as  the  Juvenile  Diabetes  Foundation  and  others. 

c.  University  administered  student  clinical  fellowships  must  be 
started  to  suit  the  needs  of  those  students  who  are  interested 
in  the  clinical  practice  of  medicine.   Funds  should  be  allo- 
cated to  comprehensive  outreach  educational  programs  in 
diabetes  and  related  endocrine  disorders  where  the  student 
will  be  educated  in  the  delivery  of  ambulatory  care,  and  in 
the  use  of  health  care  teams,  (use  programs  which  have  been 
developed  considering  above  all  the  patient  needs  and  the 
needs  of  the  community) . 

d.  The  hospital  administration  and  the  State  Department  of 
Health  must  provide  funds  for  the  training  of  specialists  in 
diabetes  and  related  endocrine  disorders  on  a  scholarship 
basis  for  those  candidates  interested  in  a  purely  clinical 
career.   These  specialists  should  serve  in  the  needed  areas  of 
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the  state  as  assigned  by  the  Department  of  Health,  a  time 
equivalent  to  that  in  which  provision  of  funds  was  made 
available  for  this  clinical  training, 
e.   Combined  funds  should  be  made  available  for  candidates  who 
want  to  follow  a  combined  clinical  and  research  career.   All 
physicians  should  have  a  clinical  year  of  training  in  which 
he  should  become  competent  in  the  broad  field  of  endocrinology 
and  diabetes. 


SY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Proposals  are  accompanied  with  hard  data  documenting  the  need 
for  additional  manpower. 

2.  Funds  are  provided  by  the  various  NIH  agencies,  other  agencies 
and  foundations  (research),  hospitals,  and  state  health  depart- 
ments (clinical) . 

3.  Philosophy  of  Congress  change  regarding  the  new  policy  of 
providing  funds  for  primary  practice  physicians  rather  than 
other  specialists  and  subspecialists. 

4.  Congress  must  understand  fully  from  the  report  of  the 
Commission  that  if  we  want  to  eventually  find  the  cause  and 
cure  for  diabetes,  funds  have  to  be  provided  for  research. 

5.  Coordination  with  National  Diabetes  Committee. 

RESENT  STATUS: 

Practically  no  NIH  funds  provided  for  student  research  fellow- 
ships, and  there  has  been  a  marked  reduction  in  the  funds  pro- 
vided for  postgraduate  research  fellowships  (see  State-of-the- 
Art) .  Hospitals  willingly  pay  positions  for  primary  care  phy- 
sicians but  not  for  other  specialists  and  subspecialists. 


3RM  OF  RESULTS: 

Will  assure  that  the  manpower  will  exist  in  the  near  future  to 
conduct  the  needed  research  in  the  field. 

Will  assure  that  the  manpower  is  trained  which  will  have  expertise 
in  the  care  of  the  diabetic. 
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PROJECT  SUMMARY  SHEET  —  15 


PROJECT  TITLE:   ASSESSMENT  OF  DIABETES  MANPOWER 


OBJECTIVE:      Identify  and  prepare  a  roster  of  health  professionals 
with  expertise  in  the  care  of  the  diabetic  patient. 


APPROACHES : 
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1.  Prepare  a  questionnaire  to  be  sent  to  all  training  program 
directors  in  endocrinology  and  diabetes  requiring  the  physi- 
cians they  have  trained  and  their  whereabouts. 

2.  The  American  Diabetes  Association  should  send  a  question- 
naire to  its  membership  to  identify  those  health  professionals 
who  take  care  of  the  diabetic  patient. 

3.  The  same  should  be  done  by  the  Endocrine  Society,  the  American 
College  of  Physicians,  the  American  Dietetic  Association, 

the  American  Nursing  Association,  the  American  Podiatric 
Association,  and  the  American  Association  of  Social  Workers. 

4.  A  listing  should  be  obtained  of  the  membership  of  the  American 
Association  of  Diabetes  Educators. 


KEY  EVENTS  CRITICAL  TO  THE 


SUCCESS  OF  PROJECT: 
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1.  Funds  are  provided  for  this  endeavor. 

2.  Cooperation  from  societies  and  individuals  is  very  much  needed. 
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PRESENT  STATUS: 

There  are  no  accurate  figures  regarding  the  physician  and  other 
health  professionals  who  have  expertise  in  the  care  of  the 
diabetic. 


INPUT  REQUIRED: 

1.   Information  from  professional  society  and  individuals. 
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FORM  OF  RESULTS: 

A  listing  of  diabetes  manpower  will  be  available  for  the  use  of 
funding  agencies,  and  diabetic  patients  who  are  looking  for 
expert  care. 
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Nurses:   Future  Directions 

A.  GOAL:   To  improve  the  knowledge,  skills,  attitudes  and  numbers  of 

nurses  who  deliver  the  health  care  of  the  diabetic  patient. 

B.  OBJECTIVES: 

1.  To  provide  all  nurses  who  care  for  diabetic  patients  the  oppor- 
tunity for  increasing  their  knowledge  and  skill  in  this  type 
of  care. 

2.  To  increase  the  number  of  nurses  specializing  in  diabetic 
care,  and  to  assure  a  minimum  degree  of  competence  on  the 
part  of  these  nurses. 


C.   APPROACHES : 

1.   Develop  a  country-wide  network  of 
nurses  to  provide  continuing  edu- 
cation and  consultation  in  diabetic 
care. 


D.   PROJECTS : 

1.   Diabetes  nurse  consult- 
ants 
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2.   Prepare  educational  materials  for 
nurses 


Develop  and  distribute 
guidelines. 

Develop  instructional 
materials  to  be  used 
for  continuing  education 
for  nurses. 


D  I 
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Improve  content  in  the  basic 
curriculum. 


Develop  an  increased  number  of 
patient  teaching  positions  for 
qualified  nurses. 


Set  standards  for  mini- 
mal essentials  in 
diabetes  content. 


Seed  money  to  develop 
diabetes  teaching 
program. 

Study  health  outcomes 
and  cost  effectiveness. 
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APPROACHES 

Develop  a  certification  procedure 
for  nurse  specialists  in  diabetes. 


PROJECTS 

7.  Develop  standards  for 
certification  of  nurse 
specialists. 

8.  Develop  a  system  of 
certification  for  nurse 
specialists. 

9.  Develop  standards  for 
programs  to  prepare 
nurse  specialists. 

10.   Develop  a  system  for 
approving  courses  for 
nurse  specialists. 
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PROJECT  SUMMARY  SHEET  —  16 


PROJECT  TITLE:   DIABETES  NURSE  CONSULTANTS 


OBJECTIVE:      To  provide  all  nurses  who  care  for  diabetic  patients 
the  opportunity  for  increasing  their  knowledge  and 
skill  in  this  type  of  care. 


APPROACH  TITLE: 

A  network  of  nurses  to  provide  continuing  education  and  consul- 
tation in  diabetic  care. 

DESCRIPTION  OF  PROJECT: 
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Distribute  nurse  educators/consultants  to  all  parts  of  the  country, 
using  the  diabetes  centers  as  the  base  of  operations.   Nurses  are 
to  be  located  at  the  centers  or  at  other  university  schools  of 
nursing  within  the  geographic  areas  for  which  they  are  responsible. 


KEY  EVENTS  CRITICAL  TO  THE 


SUCCESS  OF  PROJECT: 

1.  Well  educated  nursing  consultants  in  diabetes  education/ 
therapy. 

2.  Continuing  education  programs  that  conform  to  the  American 
Nurses'  Association's  "Standards  for  Continuing  Education  in 
Nursing. " 

3.  Available  to  all  parts  of  the  country  (including  all  rural 
or  small  hospitals,  and  appropriate  public  health  agencies). 

4.  That  universities  agree  to  try  to  maintain  the  positions  of 
the  diabetes  nurse  consultant  after  funding  ceases. 

5.  State  universities  are  preferred  if  the  geographic  area 
served  is  within  a  state  boundary. 


PRESENT  STATUS: 

Diabetes  nurse  consultants  are  non-existent  for  almost  all  of  the 
country;  yet  poor  knowledge  of  diabetes  on  the  part  of  nurses  has 
been  documented  and  experience  shows  a  large  demand  for  consultants 
and  continuing  education  services. 


378 


INPUT  REQUIRED: 

Development  of  continuing  education  for  preparation  of  diabetes 
teaching  nurse  consultants.   "Seed  monies"  to  start  these 
positions  with  the  understanding  that  the  positions  will  have  to 
be  assumed  by  another  agency.   (Projected  number  of  nurses  needed 
would  be  30  at  least  funding  for  2  years.) 


FORM  OF  RESULTS: 

Increase  the  number  of  nurses  in  the  local  communities  who  are 
educated  in  the  care  of  the  diabetic.   Increase  awareness  within 
each  community  of  the  importance  of  continuous  education  in  the 
care  of  diabetics.   Increase  awareness  of  the  importance  of  the 
need  of  educating  for  the  diabetic  and  his/her  family. 
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PROJECT  SUMMARY  SHEET  —  17 


PROJECT  TITLE:   DEVELOP  AND  DISTRIBUTE  GUIDELINES 


OBJECTIVE:      To  provide  all  nurses  who  care  for  diabetic  patients 
the  opportunity  for  increasing  their  knowledge  and 
skill  in  this  type  of  care. 


APPROACH  TITLE: 

Prepare  educational  materials  for  nurses. 

DESCRIPTION  OF  PROJECT: 

Guidelines  or  protocols  for  the  following  types  of  care  should 
be  developed  and  distributed  to  the  nursing  staff  in  all  agencies 
where  diabetics  are  being  cared  for: 
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Care  before  x-rays 

Care  before,  during,  and  after  surgery 

"Survival"  teaching 

Care  of  the  patient  in  ketoacidosis 

Care  of  the  pregnant  diabetic 

Emergency  treatment  of  the  unconscious  or  confused 

patient  when  diabetic  ketoacidosis  or  hypoglycemia 

is  considered 

Preparation  for  glucose  tolerance  testing 

Etc. 


This  should  be  done  through  contract  to  the  professional  section 
of  the  American  Diabetes  Association. 


,  a 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Carried  out  by  recognized  experts  in  the  field,  with  adequate 
representation  from  both  nursing  and  medicine. 

2.  Wide  distribution  through  direct  mailings  and  professional 
journals. 

3.  Provisions  made  to  update  and  redistribute  materials  as  needed, 
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PRESENT  STATUS: 

The  nursing  staff  in  hospitals  and  other  health-care  agencies  are 
currently  dependent  upon  procedures  (written  or  understood) 
developed  by  local  staff  who  may  or  may  not  be  familiar  with 
presently  recommended  care.   (See  "State-of-the-Art"  regarding 
knowledge  of  professionals.) 


INPUT  REQUIRED: 

1.  Expertise  of  recognized  experts  from  both  nursing  and  medi- 
cine to  prepare  guidelines. 

2.  $ for  staff,  publication,  and  distribution 

mailing  costs. 


FORM  OF  RESULTS: 

It  is  anticipated  that  this  will  help  to  upgrade  the  practice 
of  care  of  nurses  in  general  practice  who  currently  do  not  have 
access  to  materials  of  this  sort  with  consistent  high  quality. 
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PROJECT  SUMMARY  SHEET  —  18 


PROJECT  TITLE: 


DEVELOP  INSTRUCTIONAL  MATERIALS  TO  BE  USED  FOR 
CONTINUING  EDUCATION  FOR  NURSES 


OBJECTIVE: 


To  provide  all  nurses,  who  care  for  diabetic  patients, 
the  opportunity  for  increasing  their  knowledge  and 
skill  in  the  care  of  the  diabetic.   To  increase  the 
number  of  nurses  specializing  in  diabetic  care,  and 
to  assure  a  minimum  degree  of  competence  on  the  part 
of  these  nurses. 


APPROACH  TITLE: 
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Prepare  educational  materials  for  nurses. 
DESCRIPTION  OF  PROJECT; 

Devise  and  develop  instructional  materials  for  use  in  educating 
diabetes  nurse  specialists  and  other  nurses  involved  in  the  care 
of  the  diabetic.   The  form  of  these  materials  may  be  in  all 
media  available,  so  that  the  nurse  can  use  the  audio  and/or 
visual  aids  available  to  her. 

KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 


1. 


2. 
3. 
4. 
5. 


Well  prepared,  scientifically  sound  and  up-to-date  material 

on  diabetes  therapy/and  education  principles  that  will  make 

the  nurse  want  to  use  them. 

Funding  for  this  project. 

A  plan  for  distribution. 

Expert  personnel  available  to  prepare  these  materials. 

In  screening  applications,  an  effort  should  be  made  to: 

a.  Assure  that  the  need  for  the  material  is  justified. 

b.  Avoid  duplication  of  existing  materials. 

c.  Assure  that  provision  is  made  for  adequate  field  testing. 

d.  Assure  that  provision  is  made  for  the  updating  of 
materials  as  needed. 

e.  Assure  that  provision  is  made  for  continued  distribution 
of  materials  at  a  reasonable  cost. 
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PRESENT  STATUS: 

There  is  minimal  up-to-date  educational  material  available  to  the 
nurse  on  her  level.   Funding  for  this  type  of  material  is  not 
available  and  the  cost  is  high. 


INPUT  REQUIRED: 

Experts  in  media /material  production  with  resource  personnel  who 
have  sound  diabetes  knowledge.   Questionnaires  to  identify  the 
most  needed  material  at  the  present  time.   This  would  have  to  be 
an  ongoing  project  —  perhaps  through  the  diabetes  nurse  con- 
sultants, who  will  know  the  needs  of  their  regions. 


FORM  OF  RESULTS: 

Better  educated  nurses  in  the  management /care  of  diabetes  through- 
out the  country. 
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PROJECT  SUMMARY  SHEET  —  19 


PROJECT  TITLE: 


SET  STANDARDS  FOR  MINIMAL  ESSENTIALS  IN  DIABETES 
CONTENT 


OBJECTIVE:      To  provide  all  nurses  who  care  for  diabetic  patients 
the  opportunity  to  increase  their  knowledge  and  skill 
in  this  type  of  care. 


APPROACH  TITLE: 


Improve  content  in  the  basic  curriculum. 


DESCRIPTION  OF  PROJECT: 


The  National  Advisory  Council,  through  a  professional  task  force 
of  nurses,  should  identify  the  minimal  essentials  in  diabetes 
content  in  undergraduate  nursing  curricula. 
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KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Develop  task  force  of  nurses  who  are  recognized  by  peers  as 
experts  in  diabetes  content  and  curriculum  design. 

2.  Dissemination  of  the  standards  to  faculties  of  schools  of 
nursing. 


PRESENT  STATUS: 


\  \ 


Currently  no  such  guidelines  are  available,  and  the  diabetes  con- 
tent of  nursing  curricula  varies  widely.   It  has  also  been  documented 
that  the  average  knowledge  of  nurses  about  diabetes  is  inadequate. 
(See  "State-of-the-Art".) 


INPUT  REQUIRED: 

1.  Expertise  of  recognized  experts  as  stated  above. 

2.  $ for  consultation  fees,  publication,  and  mailing 

costs. 
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FORM  OF  RESULTS; 

It  is  anticipated  that  faculty  who  are  developing  nursing  curricula 
and  nursing  courses  with  diabetes  content  would  refer  to  the 
standards  as  a  guideline  of  what  content  to  use. 
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PROJECT  SUMMARY  SHEET  —  20 


PROJECT  TITLE:   DEVELOP  DIABETES  TEACHING  PROGRAMS  (SEED  MONEY) 


OBJECTIVE:  To  increase  the  number  of  nurses  specializing  in 
diabetic  care,  and  to  assure  a  minimum  degree  of 
competence  on  the  part  of  these  nurses. 
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APPROACH  TITLE: 

Teaching  positions  for  qualified  nurses. 

DESCRIPTION  OF  PROJECT: 

Seed  money  should  be  provided  to  pay  half  the  cost  of  starting 
diabetes  teaching  programs  in  areas  where  none  exists.  (1  1/2 
years  per  site) 

(Example:   Diabetes  Teaching  Nurse  sites  of  the  N.C.  Regional 
Medical  Program.) 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Preparation  of  nurses  to  assume  these  positions. 

2.  Reasonable  assurance  of  continuation  of  the  program  after  seed 
money  is  no  longer  available. 

3.  Administrative  support  of  the  program  in  the  agency. 

4.  Nurse  diabetes  consultants  and  significant  others  have  to  be 
available  to  help  the  local  communities  establish  and  promote 
such  programs. 

PRESENT  STATUS: 

There  are  currently  many  health-care  settings  which  are  providing 
care  to  diabetic  patients  but  which  do  not  have  a  teaching  pro- 
gram for  these  patients. 


INPUT  REQUIRED: 

1.   Preparation  of  nurses  to  assume  these  positions. 
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2.  Review  of  applications  for  seed  money. 

3.  $12,000  per  site  for  salary  and  other  expenses  (travel,  equip- 
ment, secretarial,  etc.) (for  one  nurse  and  supporting  ser- 
vices for  1  1/2  years  —  half  the  cost) . 


7QRM  OF  RESULTS: 

It  is  anticipated  that  a  large  percentage  of  these  sites  would  be 
continued  by  local  funding  after  seed  money  ceases,  as  demon- 
strated by  RMP  programs  in  North  Carolina  and  other  states. 
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PROJECT  SUMMARY  SHEET  —  21 


PROJECT  TITLE: 


ESTABLISH  PROGRAMS  IN  GRADUATE  SCHOOLS  OF  NURSING 
(SEED  MONEY) 
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OBJECTIVE:  To  increase  the  number  of  nurses  specializing  in 
diabetic  care,  and  to  assure  a  minimum  degree  of 
competence  on  the  part  of  these  nurses. 


APPROACH  TITLE: 

Increase  the  number  of  nurses  prepared  on  the  graduate  level  with 
a  specialty  in  endocrinology /diabetes. 

DESCRIPTION  OF  PROJECT: 

Seed  money  should  be  made  available  to  graduate  schools  of  nursing 
for  establishing  endocrinology /diabetes  programs. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 
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1.  Qualified  faculty. 

2 .  Fund  ing . 

3.  Development  of  programs  creating  further  need  for  increased 
manpower. 

4.  Studies  to  further  prove  the  effectiveness  of  this  type  of 
care. 

PRESENT  STATUS: 

Schools  are  now  designing  curricula  in  specialty  areas  (e.g., 
cancer,  cardiovascular,  etc.).   As  diabetes  programs  and  the 
emphasis  on  primary-care  nursing  continue  to  expand  and  increase, 
there  will  be  increasing  demand  for  this  preparation. 


INPUT  REQUIRED: 

1.   Funds  —  seed  money  for  faculty  placement  and  development  of 
core  curriculum. 
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2.  Standards  for  programs  to  prepare  nurse  specialists  in 
diabetes /endocrinology. 

3.  Qualified  faculty. 


FORM  OF  RESULTS: 

Expert  nursing  clinicians  and  educators  available  to  provide 
quality  care  for  diabetics. 
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PROJECT  SUMMARY  SHEET  —  22 


PROJECT  TITLE:   STUDY  OF  HEALTH  OUTCOMES  AND  COST  EFFECTIVENESS 


OBJECTIVE:  To  increase  the  number  of  nurses  specializing  in 
diabetic  care,  and  to  assure  a  minimum  degree  of 
competence  on  the  part  of  these  nurses. 


APPROACH  TITLE: 
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Teaching  positions  for  qualified  nurses. 

DESCRIPTION  OF  PROJECT: 

Funds  should  be  made  available  to  study  the  health  outcomes  and 
cost  effectiveness  of  various  methods  of  providing  patient  edu- 
cation and  of  health-care  delivery  for  diabetic  patients,  includ- 
ing the  use  of  diabetes  teaching  nurses  and  diabetes  nurse 
practitioners. 

KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Ongoing  programs  using  different  teaching  and  health-care- 
delivery  strategies. 

2.  Demonstration  of  cost  effectiveness  of  these  roles  to  all 
health  personnel,  health  administrators,  and  the  public. 

3.  Possible  way  to  encourage  nurses  to  provide  patient  educatior 
and  primary  care. 

4.  Demonstrate  the  importance  of  patient  education  as  therapy. 

PRESENT  STATUS: 

There  is  almost  no  hard  data  available  on  cost  effectiveness  of 
patient  education  and  use  of  nurse  practitioners. 


INPUT  REQUIRED: 

1.  Available  funds. 

2.  Variety  of  teaching  programs  to  be  studied. 
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FORM  OF  RESULTS: 


Such  studies  would  (1)  help  to  develop  third-party  payment  for 
diabetes  teaching,  (2)  encourage  health-care  agencies  to  develop 
programs,  (3)  provide  guidance  re  preferred  teaching  methods, 
and  (4)  support  the  role  of  patient  education  as  therapy. 
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PROJECT  SUMMARY  SHEET  —  23 


PROJECT  TITLE:   STANDARDS  FOR  CERTIFICATION  OF  NURSE  SPECIALISTS 


OBJECTIVE: 


To  increase  the  number  of  nurses  specializing  in 
diabetic  care,  and  to  assure  a  minimum  degree  of 
competence  on  the  part  of  these  nurses. 


APPROACH  TITLE: 


Certification  for  nurse  specialists. 
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DESCRIPTION  OF  PROJECT: 

Standards  for  the  preparation  of  nurse  specialists  in  the  follow- 
ing three  categories  should  be  prepared: 

a.  Diabetes  Teaching  Nurses:   prepared  to  teach  diabetic 
patients  in  one-to-one  situations  or  in  small  groups. 

b.  Diabetes  Nurse  Practitioners:   prepared  to  give  primary 
care  to  diabetic  patients  under  the  direction  of  a 
physician. 

c.  Diabetes  Nurse  Educators:   prepared  to  function  as  con- 
sultants, supervisors,  or  coordinators  of  diabetes  edu- 
cation programs,  or  to  provide  graduate  or  continuing 
education  to  registered  nurses. 

Suggested  organizations  to  be  involved:  American  Diabetes 
Association,  American  Nurses  Association,  and  the  American 
Association  of  Diabetes  Educators. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Development  of  programs  to  prepare  these  nurses. 

2.  Expertise  of  nurses  involved  in  such  positions,  and  of  phy- 
sicians who  are  specialists  in  diabetes  care  (particularly  as 
it  applies  to  "b"  above) . 
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PRESENT  STATUS: 

Among  nurses  who  are  specializing  in  diabetes,  three  somewhat  dif- 
fering functions  have  emerged,  as  identified  in  a,  b,  and  c  above. 
Professionals  and  the  public  are  beginning  to  ask  how  they  can 
determine  qualifications  for  such  types  of  care. 


INPUT  REQUIRED: 

1.   Expertise  of  nurses  involved  in  such  positions,  and  of  physi- 
cians who  specialize  in  diabetic  care  (particularly  as  it 
applies  to  "b"  above) . 


FORM  OF  RESULTS: 

This  would  serve  as  a  basis  for  a  certification  procedure  for  the 
three  categories  of  nurses  in  this  specialty  area.  It  would  also 
provide  a  guideline  against  which  nurses,  the  public,  and  health- 
care agencies  could  measure  a  nurse's  qualifications. 
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PROJECT  SUMMARY  SHEET  —  24 


PROJECT  TITLE:   DEVELOP  A  SYSTEM  OF  CERTIFICATION  FOR  NURSE  SPECIALISTS 


OBJECTIVE:  To  increase  the  number  of  nurses  specializing  in 
diabetic  care,  and  to  assure  a  minimum  degree  of 
competence  on  the  part  of  these  nurses. 
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APPROACH  TITLE: 

Certification  for  nurse  specialists. 

DESCRIPTION  OF  PROJECT: 

A  system  of  certification  for  diabetes  teaching  nurses,  diabetes 
nurse  practitioners,  and  diabetes  nurse  educators  should  be  devel- 
oped and  implemented.   Suggested  organizations  to  be  involved: 
The  American  Association  of  Diabetes  Educators,  the  American 
Diabetes  Association,  and  the  American  Nurses  Association. 

KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Involvement  of  appropriate  professional  organizations  (as 
indicated  above). 

2.  Assurance  of  an  ongoing  program. 

3.  Funding. 

PRESENT  STATUS: 

No  certification  procedure  is  currently  in  operation. 

INPUT  REQUIRED: 

1.  Development  of  standards  for  preparation  of  nurse  specialists, 

2.  $ for  staff,  consultant  travel. 

3.  Assurance  of  an  ongoing  program. 
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FORM  OF  RESULTS: 

Individual  nurses  would  upgrade  their  performance  by  having  a 

goal  to  strive  for,  and  health-care  agencies  and  the  public  would 

have  assurance  of  minimal  qualifications  on  the  part  of  nurses 
providing  care  as  certified  specialists. 
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PROJECT  SUMMARY  SHEET  —  25 


PROJECT  TITLE: 


DEVELOP  STANDARDS  FOR  PROGRAMS  TO  PREPARE  NURSE 
SPECIALISTS 


OBJECTIVE: 


To  increase  the  number  of  nurses  specializing  in 
diabetic  care  and  to  assure  a  minimum  degree  of  com- 
petence on  the  part  of  these  nurses. 


APPROACH  TITLE: 

Certification  for  nurse  specialists, 
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DESCRIPTION  OF  PROJECT: 

Schools  of  nursing  and  other  institutions  of  higher  learning  who 
feel  they  can  offer  the  advanced  education  to  a  registered  nurse 
to  provide  them  with  the  skills  and  knowledge  to  become  an 
advanced  practitioner /clinical  specialist  in  the  area  of  diabetes/ 
endocrinology  will  need  help  in  developing  what  these  standards 
of  knowledge  should  be  or  include.   These  standards  should  be 
developed  by  an  independent  group  that  is  qualified  to  state 
what  these  standards  are,  such  as  ADA  and  AADE. 
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KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT" 

1.   Standards  be  established  that  will  be  acceptable  to  insti- 
tutions interested  in  offering  such  programs. 

PRESENT  STATUS: 

Programs  of  varied  types  are  now  available  with  no  minimal  cri- 
teria on  which  to  evaluate  their  curricula. 


INPUT  REQUIRED: 

Diabetes  nurse  consultants,  who  have  already  prepared  themselves 
in  such  a  role  through  self-development  to  be  available  as  con- 
sultants to  prepare  these  standards.   Suggested  organizations  to 
help  in  preparation  of  these  standards,  ADA  and  AADE. 
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^ORM  OF  RESULTS 


This  will  help  programs  to  develop  better  courses, 
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PROJECT  SUMMARY  SHEET  —  26 


PROJECT  TITLE: 


DEVELOP  A  SYSTEM  FOR  APPROVING  COURSES  FOR  NURSE 
SPECIALISTS 


OBJECTIVE:      To  increase  the  number  of  nurses  specializing  in 
diabetic  care  and  to  assure  a  minimum  degree  of 
competence  on  the  part  of  these  nurses. 
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APPROACH  TITLE: 

Certification  for  nurse  specialists. 

DESCRIPTION  OF  PROJECT: 

Voluntary  approval  system  to  the  institutions  offering  prepara- 
tion for  diabetes  teaching  nurses,  diabetes  nurse  specialists/ 
practitioners,  and  diabetes  nurse  educator /consultants.   This 
would  provide  a  mechanism  for  institutions  to  have  their  programs 
approved,  which  would  make  them  more  attractive  to  students 
looking  for  such  an  education  and  guarantee  a  certain  level  of 
quality. 

KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 


1. 
2. 


An  agency  to  do  such  approval  (suggested  American  Diabetes 
Association) . 

The  criteria  for  approval  developed  and  supported  by  those 
professional  and  voluntary  health  agencies  involved  with 
diabetes  therapy  and  the  diabetic  patient. 

PRESENT  STATUS: 

There  is  no  such  approval  mechanism  available  for  a  program 
offering  this  type  of  education. 
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INPUT  REQUIRED: 
1 


Development  of  the  standards  that  a  program  should  meet  to 
receive  approval. 
Fund  ing . 


FORM  OF  RESULTS: 

Programs  that  are  offering  sound  education  to  the  nurse  who 
is  seeking  to  improve  his/her  education  to  help  maintain  and 
increase  the  care  and  welfare  (quality  of  life)  of  the  diabetic 
individual. 
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PROJECT  SUMMARY  SHEET  —  27 


PROJECT  TITLE: 


SUPPORT  ADVANCED  TRAINING  OF  FACULTY  FOR  EDUCATION  OF 
DIETETIC  PERSONNEL  IN  CLINICAL  AND  COMMUNITY 
DIETETICS 


OBJECTIVE:      To  generate  sufficient  numbers  of  dietetic  personnel 
to  educate  the  patient  with  diabetes. 


APPROACH  TITLE: 
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Manpower  development. 
DESCRIPTION  OF  PROJECT: 

Training  of  dietetic  educators  through  training  grants  to  dieti- 
tians who  wish  to  advance  their  knowledge  and  skills  to  serve  as 
faculty  in  programs  preparing  clinical  and  community  dietitians. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Survey  of  preparation  and  need  for  manpower  and  training  of 
dietetic  educators. 

2.  Develop  curriculum  for  dietetic  educators  as  a  specialty  area 
of  dietetics. 

3.  Identify  sources  of  training  grants  for  graduate  training  of 
dietetic  educators  and  stimulate  new  resources. 

A.   Establish  center  of  excellence  for  training  dietetic 
educators. 

PRESENT  STATUS: 

Persons  presently  in  dietetic  education  have  moved  into  this 
field  by  various  routes  of  training  and  experience,  but  no 
specific  curriculum  has  been  developed  to  prepare  the  dietetic 
educator  as  a  specialty  area  in  dietetics. 

To  assure  knowledge,  skills,  and  attitudes  regarding  diabetes 
and  patient  education  methods,  all  entry  level  clinic  and  com- 
munity dietitians  need  more  educators  trained  in  these  areas. 
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INPUT  REQUIRED: 

Training  grants  for  dietetic  educators. 
Core  curriculum  for  dietetic  educators. 

FORM  OF  RESULTS: 

Increased  pool  of  better  trained  dietetic  educators  would  improve 
quality  and  quantity  of  education  in  diabetes  for  clinical  and 
community  dietitians. 
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PROJECT  SUMMARY  SHEET  —  28 


PROJECT  TITLE: 


INTEGRATING  THE  DIETETIC  COMPONENT  INTO  THE  BASIC 
PROGRAM  OF  DIABETES  RESEARCH,  TRAINING,  AND  TREATMENT 
IN  THE  DIABETES  CENTERS  OF  EXCELLENCE 


OBJECTIVE:      To  incorporate  the  unique  knowledge,  skills,  and  com- 
petencies of  the  dietitian  into  the  research,  edu- 
cation, and  treatment  team  in  the  diabetes  center. 


APPROACH  TITLE: 

Core  team  of  the  diabetes  research  education  and  treatment  center, 
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KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT:~ 

1  Develop  research  in  areas  associating  nutrition  and  dietary 
factors  to  the  prevention  and  treatment  and  education  in 

diabetes.  .  f 

2  Establish  and  evaluate  the  nutrition  and  dietetic  content  or 
the  professional  education  program  of  the  diabetes  center. 

3.   Demonstrate  the  role  of  the  dietitian  in  the  model  treatment 
program  of  the  center. 

PRESENT  STATUS: 

Needs  to  be  developed. 

INPUT  REQUIRED: 

Staffing  patterns  for  diabetes  centers  should  specify  the 
dietitian  as  a  member  of  the  core  staff. 


FORM  OF  RESULTS: 

Delineation  of  the  role  of  nutrition  and  diet  in  the  prevention 
and  treatment  of  diabetes. 
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PROJECT  SUMMARY  SHEET  —  29 


PROJECT  TITLE: 


TRAINING  DIETITIANS  AND  NUTRITIONISTS  WITH  EXPERTISE 
IN  DIABETES 


OBJECTIVE: 


Improve  knowledge,  skills,  and  attitudes  of  practicing 
dietitians. 


APPROACH  TITLE: 

Amplify  training  of  dietitians/nutritionists  in  diabetes  through 
the  diabetes  research,  training,  and  treatment  centers. 

DESCRIPTION  OF  PROJECT: 

Short  term  training  courses  for  dietitians  in  diabetes  research, 
education,  and  treatment  centers. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 


1. 


2. 

3. 
4. 


Develop  curriculum  of  short  courses  in  diabetes  for  clinical 

and  community  dietitians  and  have  approved  for  continuing 

education  clock  hours  for  registered  dietitians. 

Utilize  resources  of  center  to  demonstrate  role  of  the 

dietitian  in  the  diabetes  team. 

Widely  disseminate  information  on  course  offerings. 

Periodically  evaluate  and  revise  curriculum. 


PRESENT  STATUS: 

Not  now  available  on  a  regular  and  systematic  basis. 

INPUT  REQUIRED: 

Dietitian  in  the  diabetes  team  center. 

Plan  to  offer  short  courses  on  diabetes  for  clinical  and  community 
dietitians  on  a  continuing  and  systematic  basis. 
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FORM  OF  RESULTS: 

Continuing  availability  of  short  courses  in  diabetes  for  upgrading 
knowledge,  skills,  and  attitudes  of  dietitians  involved  with 
research  teaching  and  trea'       "   persons  with  diabetes. 
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PROJECT  SUMMARY  SHEET  —  30 


PROJECT  TITLE: 


MULTIMEDIA  LEARNING  MODULES  FOR  PRACTICING  DIETITIANS 
ON  NUTRITION  ASSESSMENT,  NUTRITION  COUNSELING, 
EDUCATION,  AND  BEHAVIORAL  MODIFICATION  FOR  PERSONS 
WITH  DIABETES  AND  THEIR  FAMILIES 


OBJECTIVE:      To  improve  knowledge,  skills,  and  attitudes  of 
" dietitians  and  nutritionists  in  practice. 
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APPROACH  TITLE: 

Continuing  education  of  practicing  dietitians. 

DESCRIPTION  OF  PROJECT: 

Develop  specifications  for  a  contract  for  the  preparation  of 
Develop  spec         learning  modules  to  update  practicing  dieti- 
Tians  on  tne  va  ious  facets  of  diabetes  including  pathophysiology, 
medical  concepts,  nutritional  assessments,  educational  diagnosis, 
behavior  modification,  educational  T™^\^Z~ 
Impact  role  on  health  care  team,  and  evaluation.   A  system 
approach  should  be  applied. 

KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1  Establish  an  advisory  committee  under  the  continuing  education 
lm      unit  coordinated  with  Diet  Therapy  and  Community  ^rxtxon 

Sections  of  the  American  Dietetic  Association  in  collaboration 
with  the  National  Diabetes  Advisory  Council  for  support  and 

funding.  .      .  jJafrUHans 

2  Survey  problems  and  needs  of  practicing  dietitians. 

\      Plan  project  implementation  including  developing  contract 
3.   Plan  project   y  proiect  director  to  coordinate  and 

specifications   Select  project         director  to  coordinate 

monitor  specifications.   Select  projeuu 

and  monitor  contract.  „„„-[^00       The 

A   Promote  the  dissemination  of  the  multimedia  package.   The 
learning  module  would  meet  requirements  for  continuing  edu- 
cation clock  hours  for  registered  dietitians. 
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PRESENT  STATUS: 


No  learning  modules  are  now  available. 


INPUT  REQUIRED: 

Estimated  $250,000  for  research  and  development  and  planning, 
coordinating,  and  monitoring  contract  and  promotion  dissemination 
and  evaluation  of  the  learning  packages. 


FORM  OF  RESULTS: 

First  learning  modules  to  provide  current  conceptual  approach  to 
upgrade  level  of  practice  of  dietitians  providing  services  and 
education  to  persons  with  diabetes  and  their  families. 
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PROJECT  SUMMARY  SHEET  —  31 


PROJECT  TITLE: 


MODEL  CORE  CURRICULUM  IN  DIABETES  AND  ENDOCRINOLOGY 
FOR  DIETETIC  AND  NUTRITION  STUDENTS  IN  COORDINATION 
WITH  THE  CORE  CURRICULUM  FOR  MEDICINE 


OBJECTIVE:      To  improve  the  knowledge,  skills,  and  attitudes  of 
dietitians  and  nutritionists. 


APPROACH  TITLE: 

Basic  education  of  dietitians  and  nutritionists, 
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DESCRIPTION  OF  PROJECT: 

At  a  National  Workshop  assemble  persons  with  expertise  in  cur- 
riculum development  in  dietetic  education  along  with  those 
knowledgeable  in  medical  and  nutritional  aspects  of  diabetes 
and  its  psycho-social  impact  on  patients  and  families. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT?" 

1   Establish  a  steering  committee  under  the  Section  on 

Educational  Preparation  with  representation  from  Diet  Therapy 
and  Community  Nutrition  Sections  of  the  American  Dietetic 
Association,  in  collaboration  with  the  National  Diabetes 
Advisory  Council  for  support  including  funding. 

2.  Survey  of  problems  in  education  and  practice  and  assessment 

of  needs. 

3.  Convene  a  national  working  conference  to  develop  a  pilot 
curriculum  to  field  test  in  selected  undergraduate  dietetics 

programs. 

4.  Conduct  regional  workshops  to  orient  dietetic  educators  to 
implement  the  diabetes  curriculum. 


PRESENT  STATUS: 

No  such  curriculum  is  available. 
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INPUT  REQUIRED; 

Estimated  $75,000  planning,  coordination,  implementation  of  work- 
shop, writing  and  testing  curriculum,  and  periodically  evaluating 
and  revising. 


FORM  OF  RESULTS; 

Basic  dietetic  curriculum  in  diabetes  would  standardize  and  up- 
grade the  level  of  practice  related  to  diabetes  of  the  entry  level 
dietitian. 
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PROJECT  SUMMARY  SHEET  —  32 


PROJECT  TITLE: 


AVAILABILITY  AND  ACCESSIBILITY  OF  APPROPRIATE  AND 
APPEALING  MEALS  FOR  PERSONS  WITH  DIABETES  IN  INSTI- 
TUTIONAL AND  GROUP  FOOD  SERVICE  PROGRAMS  (SCHOOLS, 
DAY  CARE  CENTERS,  CAMPS,  HOMES  FOR  THE  ELDERLY,  MEAL 
PROGRAMS  FOR  THE  ELDERLY,  COMMERCIAL  CAFETERIAS  AND 
RESTAURANTS,  ETC.) 


OBJECTIVE: 


Improve  knowledge,  skills,  and  attitudes  of  food 
service  managers  and  personnel. 


APPROACH  TITLE: 


Basic  and  continuing  education. 
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DESCRIPTION  OF  PROJECT: 

Coordinated  preparation  of  articles,  programs,  audio  tapes, 
sample  menus  coordinated  with  standardized  small  quantity  recipes 
suitable  for  diets  based  on  the  meal  plans  and  exchange  lists 
commonly  used  in  diabetes  patient  education. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Identify  food  service  programs  in  the  community  serving  per- 
sons with  diabetes  who  eat  away  from  home. 

2.  Assess  needs  and  attitudes  of  food  service  managers  and  workers 
regarding  responsibilities  for  modified  meals  for  diabetics. 

3.  Identify  primary  channels  of  continuing  education  to  food 
service  managers  and  personnel. 

4.  Prepare  and  disseminate  materials  and  information  to  help  food 
service  managers  respond  to  dietary  needs  of  persons  with 
diabetes. 


PRESENT  STATUS: 

Food  service  managers  may  or  may  not  be  registered  dietitians. 
However,  in  settings  other  than  hospitals  and  nursing  homes  the 
dietary  needs  of  persons  with  diabetes  are  rarely  considered. 
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NPUT  REQUIRED; 

Expertise  of  clinical  and  community  dietitians  in  orienting  and 
training  food  service  managers. 


ORM  OF  RESULTS; 

More  appropriate  meals  for  persons  with  diabetes  who  must  eat 
away  from  home. 
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PROJECT  SUMMARY  SHEET  ~  34 


PROJECT  TITLE;   DIET  COUNSELING  SERVICES  IN  THE  COMMUNITY 


OBJECTIVE: 


To  ensure  adequate  nutrition  counseling  for  each 
patient  with  diabetes. 


APPROACH  TITLE: 

Generate  sufficient  numbers  of  dietetic  personnel  to  educate  the 
patient  with  diabetes. 

DESCRIPTION  OF  PROJECT: 

Explore  and  promote  personnel  and  services  in  diet  counseling  for 
the  non-hospitalized  patient:   such  as  out  patient  departments  of 
hospitals,  neighborhood  health  centers,  local  health  departments, 
school  health  services,  HMO's,  group  and  private  practices  of 
physicians,  and  dietitians. 


CEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 


1. 

2. 


3. 

4. 


Needs  and  resource  assessment. 

Train  dietetic  personnel  for  counseling  and  education  of 
the  patient  with  diabetes  in  relation  to  other  health  prac- 
titioners in  the  community  health  team. 

Explore  and  establish  funding  utilizing  such  resources  as 
may  become  available  through  third  party  payment. 
Promote  establishment  of  diet  counseling  and  education 
services  for  non-hospitalized  patients  that  are  accessible 
near  where  they  live. 


'RESENT  STATUS: 

Insufficient  numbers  and  quality  because  of  undependable  funding, 


[NPUT  REQUIRED: 

Third  party  reimbursement  for  patient  education  including  diet 
counseling. 
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PROJECT  SUMMARY  SHEET  —  35 


PROJECT  TITLE: 


DEVELOPMENT  OF  MINIMAL  STANDARDS  IN  THE  CARE  OF  THE 
CHRONICALLY  ILL  BY  THE  SOCIAL  WORKER 


OBJECTIVE:      To  improve  the  training  of  social  workers  at  whatever 
level  of  performance,  to  work  more  effectively  in 
social  agencies  or  on  health  teams  wherever  these 
exist,  to  deliver  quality  service  to  the  chronically 
ill,  and  specifically  the  diabetic  patient. 


APPROACH  TITLE: 

Improving  the  training  of  social  workers  to  work  with  the 
chronically  ill. 
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DESCRIPTION  OF  PROJECT: 

Develop  minimum  standards  for  the  training  of  social  workers  so 
that  they  are  prepared  to  work  with  chronically  ill  persons. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  The  cooperation  of  the  National  Association  of  Social  Workers 
and  other  national  voluntary  agencies  which  employ  social 

workers. 

2.  The  cooperation  of  the  existing  schools  of  social  work  and 
other  training  centers  which  train  social  workers  on  the 
graduate-postgraduate  and  undergraduate  levels. 

3.  The  cooperation  of  funding  to  do  the  research  and  implement 
the  change  in  curricula. 

4.  The  cooperation  of  other  health  professionals  to  assist  social 
workers  to  define  what  medical  information  is  needed,  and  to 
convey  this  education  to  the  trainees  in  this  field. 

5.  Coordination  by  the  National  Diabetes  Advisory  Board. 

PRESENT  STATUS: 

In  all  levels  of  training  there  is  little  or  no  emphasis  on  the 
social,  economic,  and  emotional  problems  arising  from  or  related 
to  chronic  illness  and  disability  as  they  affect  the  individual, 
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his  family,  and  the  community.   Other  health  professionals  are 
presently  more  or  less  unaware  of  the  usefulness  of  social 
workers  as  integral  members  of  the  health  team. 


INPUT  REQUIRED: 

1.  Review  of  available  socio-economic  elements  in  the  curriculum 
of  diabetes  offered  to  health  professionals. 

2.  Cooperation  of  health  professionals  and  social  work  leaders. 

3.  Job  opportunities  available  to  employ  these  specially  trained 
social  workers  to  work  with  chronically  ill. 


FORM  OF  RESULTS: 

1.  Improved  services  to  the  diabetic  because  of  more  and  improved 
manpower  on  the  health  care  team. 

2.  Implementing  the  acceptance  of  the  social  workers  as  an 
adequately  prepared  member  of  the  professional  health  team. 

3.  There  would  be  more  time  available  for  other  health  care 
professionals  to  carry  out  their  roles  because  social  workers 
would  be  coordinating  the  teams  and  resolving  social  and 
emotional  problems  attending  chronic  illness. 
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DISCRIMINATION  PROHIBITED  -  Title  VI  of  the  Civil  Rights  Act  of 
1964  states:  "No  person  in  the  United  States  shall  on  the  ground  of 
race,  color,  sex,  age,  or  national  origin,  be  excluded  from  partici- 
pation in,  be  denied  the  benefit  of,  or  be  subjected  to  discrimination 
under  any  program  or  activity  receiving  Federal  financial  assistance." 
Therefore,  the  National  Commission  on  Diabetes  Mellitus,  like  every 
program  or  activity  receiving  financial  assistance  from  the  Department 
of  Health,  Education,  and  Welfare,  must  be  operated  in  compliance 
with  this  law. 
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U.S.  DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
Public  Health  Service  National  Institutes  of  Health 


mal    Diabetes   Mellitus    Research  and 
(Public    Law    93-354),     signed 

directed    the    appointmei  a    National    Commis:  n    Dia' 

whose   charge   was   to  formulai  >ng-range   plan  of  research  an< 

education  to  combat   diabetes  mellitus.      The  Commission   submi 
its  report  to  Congress  on  December  10,    1975. 
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■n-u  "nS  uS  thenthird  and  final  report  to  the  Commission  having  to  do 
with  Diabetes  Research  and  Training  Centers."  In  its  present  form,  this 
report  reflects  the  synthesis  of  all  the  views  and  opinions  of  the  par- 
ticipants  in  the  three  Workgroups  on  Centers,  various  consultants  to 
other  workgroups  -  especially  those  of  the  Subcommittees  on  Education 
and  Treatment  --  select  members  of  the  Commission's  staff,  and  the  members 
of  the  Commission  itself. 


Although  this  final  report  still  constitutes  a  recommendation  to  the 
full  Commission,  its  phraseology  is  such  that  it  might  also  be  considered 
a  preliminary  draft  of  that  portion  of  the  Commission's  report  to  Congress 
dealing  with  Centers.  6 
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I. 


DIABETES  RESEARCH  AND  TRAINTNR  CENTERS 


Pursuant  to  the  mandate  implied  in  Public  Law  93-354  under  the 

onn^K  ^ia£ete!;  ??*earch  and  Training  Centers,"  the  National  Commission 
on  Diabetes  has  deliberated  and  debated  the  potential  of  such  Centers  and 
their  P^posed  and  envisioned  functions.   Having  so  done,  the  Commission 
does  wholeheartedly  concur  with  Congressional  intent,  as  perceived,  and 
hereby  recommends,  as  but  one  component  of  the  long-range  plan  for  dia- 
betes, that  such  Centers  be  forthwith  established  and  perpetuated  ac- 
cording to  the  guidelines  which  follow.   These  guidelines  explicate  the 
purpose,  spirit,  and  intent  of  such  Centers  as  conceived  by  the  Commission 
as  well  as  the  temporal  and  fiscal  requirements  to  implement  such  a  pro- 
gram  for  Centers.  v 


A.   PURPOSE  OF  THE  CENTERS 

Diabetes  Research  and  Training  Centers  are  charged  with  two  principal 
and  primary  functions:  v  ±ux.i.p*± 

1.  Performance  of  the  highest  quality  research  in  diabetes  and  its 
manag  emen  t ;  and 

2.  Generation  of  the  most  competent  professional  personnel  for 
diabetes  research  and  for  the  care  of  the  diabetic. 

of^JTT  t0  this.latter  char8e>  the  training-and-education  functions 
of  the  Centers  comprise  two  related  and  successive  phases:   the  earlier 
phase  in  which  emphasis  is  given  to  intensive  training  of  health  pro- 
fessionals in  the  Centers  and  to  development  of  innovative  educational 
programs  for  patients  and  the  public;  followed  by  the  later  phase  in 
tfhich  Centers,  once  mature  and  having  generated  the  requisite  professional 
personnel  and  having  designed  and  evaluated  training  and  education  pro- 
grams, then  broaden  their  sphere  of  influence  and  effectiveness  by  de- 
veloping outreach  programs  through  cooperation,  coordination,  and 
collaboration  with  local,  regional,  state,  and  federal  agencies.   The 
ultimate  objective  of  such  outreach  programs  is  to  better  the  care  and 

SLTc??  6>  e±ther  directly  or  ^directly,  for  all  diabetics  in  the 
Jnited  States. 


3-   ACTIVITIES  OF  THE  CENTERS 

f       Diabetes  Research  and  Training  Centers  are  to  be  academically  based 
.which  means  they  utilize  the  facilities  of  a  single  university-affiliated 


medical  center,  or  are  formed  by  a  consortium  of  cooperating  institutions 
which  include  the  university-affiliated  medical  center) .   These  Centers 
provide  the  organized  structure  to  accomplish  and  facilitate  the  following 
five  activities: 


i 
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1.  Basic  and  clinical  research  in  the  fields  of  diabetes  and  its 
management 

Research,  whether  basic  or  clinical,  in  education  and/or  treat- 
ment, means  any  bona  fide  hypothesis-testing  or  careful, 
systematic  study  or  investigation  undertaken  to  establish  facts 
or  principles.   Management  includes  diagnosis  and  treatment  and 
the  latter  implies  education  of  the  diabetic  patient.   In  the 
management  of  diabetes,  emphasis  is  given  to  the  "team  approach" 
in  the  care  of  the  diabetic  patient.   Diabetes  here  and  through- 
out these  guidelines  is  to  read:   "diabetes  mellitus  and  related 
endocrine  and  metabolic  disorders  and  the  complications  from 
such  disease  or  disorders." 

2.  Training  of  post-doctoral  fellows  for  research  in  diabetes  and 
its  management 

3.  Training  of  health  professionals  in  diabetes  and  its  management 

4.  Training  of  practitioners  of  the  health  professions  in  diabetes 
and  its  management  in  the  form  of  continuing  education  and  in- 
formation programs 

Training  in  all  three  instances  means  training-and-education  of  health 
professionals,  and  the  term  health  professionals  includes  physicians  and 
allied  health  personnel  and  students  in  either  group;  and 

5.  A  model  education- treatment  facility  for  the  diabetic  patient 
for  the  purpose  of  promoting  the  above  four  areas  of  endeavor 


i  : 


C.   ELIGIBILITY  REQUIREMENTS 

The  institution  or  consortium  wishing  to  qualify  for  the  Centers 
program,  and  thus  its  support,  must  have  either: 

1.   Active  programs  of  excellence  in  each  of  the  five  areas 
designated  above  which,  with  Center  support,  can  be 
substantially  expanded;  or 


2.  Active  programs  of  excellence  in  two  or  more  of  the  areas 
designated  above  of  which  a  well-established  high-quality 
research  program  is  an  integral  part.   For  those  other  areas 


not  yet  operational,  a  detailed  plan  for  the  development 
of  such  activities  is  an  essential  part  of  application  for 
the  Centers  program. 

Applications  should,  in  addition,  include  a  feasible,  long-range  plan 
for  the  development  of  outreach  programs.   All  applications  must  have 
the  full  endorsement  of  the  sponsoring  academic  institution  and  all  plans 
must  be  compatible  with  the  institution's  internal  academic  policies: 

D.   BUDGETARY  ITEMS  ELIGIBLE  FOR  CENTER  SUPPORT 

1.  Salary  for  key  professional  personnel  involved  in  research 
programs; 

2.  Salary  for  key  health  professionals  involved  in  training 
programs; 

3.  Salary  for  administrative  personnel  of  the  Center; 

4.  Supplies,  equipment,  and  materials  for  Center-wide  activities 
and  services; 

5.  New  research  initiatives  on  a  pilot  basis  until  such  programs 
or  projects  mature  to  the  point  of  competing  on  a  nation-wide 
level  for  research  support  through  the  peer  review  system; 

6.  Funds  for  the  development  or  expansion  of  the  Center-based 
educational  facility  for  the  diabetic  patient; 

7.  Patient  care  costs  directly  related  to  research; 

8.  Travel  costs  directly  related  to  Center  activities  and 
services;  and 

9.  Other  expenses  clearly  specified  and  directly  related  to  Center 
activities  and  services. 


BUDGETARY  ITEMS  NOT  ELIGIBLE  FOR  CENTER  SUPPORT 

1.  Stipends  for  post-doctoral  trainees; 

2.  Stipends  for  health  professionals-in-training; 

3.  Long-term  support  of  basic  research  or  clinical  research 
programs  or  projects; 


4.  Patient  care  costs  unrelated  to  research;  and 

5.  Diabetes  detection  programs. 

F.   CENTERS  IN  THE  LONG-RANGE  PLAN  FOR  DIABETES 

Diabetes  Research  and  Training  Centers  have  the  dual  mission  of 
contributing  to  the  search  for  the  eventual  cure  and  prevention  of 
diabetes  through  research  and  of  contributing  to  improvement  of  the  care 
and  quality  of  life  for  diabetics  until  that  time  through  both  research 
and  training  of  adequate  numbers  of  capable,  qualified  health  professionals 
caring  for  diabetics  in  this  country. 

To  promote  the  latter,  Centers  are  expected  to  develop  long-range 
plans  for  community  and  regional  interaction  (including  training  and 
education  outreach  programs)  in  cooperation  with  and  under  the  guidance 
of  the  Center  for  Disease  Control  and  in  collaboration  with  relevant 
municipal,  county,  and  state  health  agencies  and  medical  associations, 
and  in  coordination  with  appropriate  voluntary  health  agencies. 
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Diabetes  Research  and  Training  Centers  are  also  encouraged  to 
develop  a  multiplicity  of  funding  and  financial  support  for  their 
various  programs  through  all  applicable  federal  agencies,  state  and  local 
sources,  charitable  donations  and  the  foundations,  and  through  third- 
party  payment  for  patient  care  services. 


These  Centers  are  not  expected  to  be  ident 
respect  to  their  research  and  training  activit 
Center  may  wish  to  concentrate  its  efforts  and 
history  of  diabetes  in  the  child  while  another 
physiology  of  diabetes  and  its  complications, 
identical,  the  Centers  are  expected  to  share  w 
diabetes  community  at  large  the  best  that  each 
considerations  being  equal,  these  Centers  are 
persed  over  the  United  States  based  on  populat 


ical  with  one  another  with 

ies  and  services .   A  given 
interest  in  the  natural 
may  emphasize  basic  patho- 
Although  not  necessarily 

ith  each  other  and  with  the 
has  to  offer.   All  other 

to  be  geographically  dis- 

ion  density. 


The  Center  award  implies  committed  support  for  not  less  than  five 
years  with  annual  evaluation  of  progress.   Thereafter,  support  may  con- 
tinue with  competitive  renewal  at  intervals  not  to  exceed  five  years. 


G.   AUTHORITY  FOR  THE  CENTERS  PROGRAM 


Public  Law  93-354  directs  the  Secretary  of  Health,  Education  and 
Welfare  to  "provide"  for  the  implementation  of  the  Centers  program  in  a 
manner  "consistent  with  applicable  recommendations  of  the  National 
Commission  on  Diabetes...."   The  Secretary  should  be  advised  that  the 


foregoing  guidelines  for  the  Centers  program  are  to  be  considered 
"applicable  recommendations."  In  addition,  the  Commission  recommends 
that  the  Secretary  delegate  the  responsibility  for  and  supervision  of 
the  Centers  program  to  the  Director  of  the  National  Institutes  of  Health 
since  its  Division  of  Research  Grants  provides  the  most  effective  peer 
review  system  for  biomedical  research.   Such  is  essential  to  this  Centers 
program. 


H.   TIME-TABLE  FOR  IMPLEMENTATION  OF  THE  CENTERS  PROGRAM 

January  1976   Formulation  of  regulations  with  internal  review 

by  HEW,  to  be  followed  by  publication  of  these  in 
the  Federal  Register  for  public  comment  and 
criticism,  followed  by  final  revision,  review, 
and  publication; 


July  1,  1976 


Announcement  of  the  program  with  promulgation  of 
the  "Request  for  Application"  (the  RFA's); 


October*  1976  Initial  deadline  for  receipt  of  applications  for 
the  program; 

February  1977  Peer  review  by  Special  Study  Section  for  the 
Centers  program; 


May  1977 


Action  by  the  Advisory  Council;  and,  finally, 


July  1,  1977   Activation  of  the  program  with  funding  of  the 
initial  Centers . 

*Receipt  dates  thereafter  are  February,  June,  and  October.   This  time- 
table conforms  to  the  revised  review  schedule  of  NIH  to  become  ef- 
fective January  1,  1976,  to  coincide  with  the  change  in  the  federal 
fiscal  year  on  October  1,  1976. 


I.   PROJECTED  BUDGETARY  REQUIREMENTS  FOR  IMPLEMENTATION  OF  THE  CENTERS 
PROGRAM 


The  number  of  Diabetes  Research  and  Training  Centers  should  be 
approximately  15,  based  upon  the  best  estimates  of  currently  available 
and  projected  manpower  and  upon  regional  needs,  that  number  being  reached 
incrementally  over  the  first  three  years  of  the  program. 

The  support  for  each  Center  should  be  in  the  range  between  $500,000 
and  $1  million  per  annum,  based  upon  the  best  estimates  of  projected 
fiscal  requirements  for  such  a  Center. 


Thus,  the  projected  entire  budgetary  requirements  for  the  Centers 
program  is: 

Direct  Costs: 


Fiscal  Year  ending  September  30,  1977 

Fiscal  Year  ending  September  30,  1978 

Fiscal  Year  ending  September  30,  1979 

Fiscal  Year  ending  September  30,  1980 

Fiscal  Year  ending  September  30,  1981 

Total  Costs  Including  Indirect  Costs: 

Fiscal  Year  ending  September  30,  1977 

Fiscal  Year  ending  September  30,  1978 

Fiscal  Year  ending  September  30,  1979 

Fiscal  Year  ending  September  30,  1980 

Fiscal  Year  ending  September  30,  1981 


$  5,000,000 
10,000,000 
15,000,000 
15,000,000 
15,000,000 


$  8,000,000 
12,000,000 
20,000,000 
20,000,000 
20,000,000 


II .   RECOMMENDATIONS 


s 


a 


s 


A.  The  National  Commission  on  Diabetes  recommends  to  the  Congress  that 
the  section  of  Public  Law  93-354  entitled  "Diabetes  Research  and 
Training  Centers"  be  forthwith  implemented  according  to  the  guide- 
lines set  forth  in  this  report. 

B.  The  National  Commission  on  Diabetes  recommends  to  the  Congress  that 
Public  Law  93-354  be  so  amended  that  authorization  of  funds  for  the 
program  for  Diabetes  Research  and  Training  Centers  conforms  to  the 
projected  total  costs  set  forth  in  this  report  and  to  the  dates  and 
duration  of  the  period  of  authorization  recommended  in  this  report. 

C.  The  National  Commission  on  Diabetes  recommends  to  the  Congress  that 
appropriation  of  funds  for  the  program  for  Diabetes  Research  and 
Training  Centers  be  duly  authorized  to  conform  to  the  above 
recommended  amendment . 
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POSITION  PAPER  ON  CENTERS  AT  THE  UNIVERSITY  OF  WASHINGTON 

SCHOOL  OF  MEDICINE 

Dr.  Russell  Ross 


The  School  of  Medicine  has  several  missions  to  perform  within  the 
sphere  of  medical  education,  and  thus  the  objectives  of  any  centers  that 
are  developed  must  clearly  relate  to  the  role  and  purposes  of  the  School 
of  Medicine.   These  encompass  the  education  and  training  of  physicians, 
paramedical  personnel,  and  graduate  and  undergraduate  students.   Active 
research  programs  in  the  basic  and  clinical  sciences  are  an  integral  part 
of  such  an  educational  mission,  and  should  include  efforts  at  understanding 
fundamental  biological  phenomena  at  the  molecular  and  cellular  levels,  as 
well  as  clinical  phenomena  more  directly  applicable  to  the  revelation* of 
the  etiology,  pathogenesis,  prevention,  and  treatment  of  disease. 

A  major  medical  center  such  as  that  at  the  University  of  Washington 
should  provide  opportunities  for  exposure  of  students  to  a  wide  range  of 
pathology  at  the  clinical  level,  and  to  participation  in  research  efforts 
at  all  levels.   The  School  of  Medicine,  with  its  diverse  faculty  composed 
of  a  wide  spectrum  of  excellence  in  the  basic  and  clinical  sciences,  has 
the  opportunity  to  bring  together  in  collaborative  efforts  the  talents 
of  the  basic  scientist  and  the  clinician  from  the  areas  of  medicine  in 
a  broad-based  attack  upon  those  disease  entities  most  important  to  man. 

The  development  of  centers  to  pursue  research  and  training  in  special 
areas  of  -interest  such  as  cancer,  cardiovascular  disease,  diabetes,  and 
genetic  disease,  to  mention  but  a  few,  offers  the  opportunity  for  improved 
communication  and  meaningful  collaboration  between  disciplines  in  ap- 
proaching a  better  understanding  and  possible  solutions  to  many  of  the 
common  but  complex  illnesses  that  face  our  society. 

The  possibility  of  developing  new  multidisciplinary  centers  will  con- 
tinue at  the  University  of  Washington  School  of  Medicine  as  funds  become 
available  to  provide  support  for  construction  and  operating  costs.   Care- 
ful consideration  should  be  given  in  each  case  as  to  the  desirability  of 
pursuing  an  application  to  develop  any  center,  which  should  only  be  under- 
taken if  their  development  will  enhance  the  long-range  plans  of  the 
School  of  Medicine. 

The  principal  reasons  for  supporting  the  development  of  centers  at 
this  institution  are: 

1.   The  development  of  centers  will  provide  an  opportunity  for 

members  of  the  faculty  with  complementary  and  similar  interests 
to  work  more  closely  together. 
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2.  The  construction  of  centers  will  provide  additional  research 
and  training  space  for  programs  that  are  obviously  of  national 
interest  and  in  which  our  faculty  have  an  interest. 

3.  The  encouragement  of  interdisciplinary  and  multidisciplinary 
research  for  the  solution  of  major  health  problems  permits 
study  in  depth  and  breadth  which  in  many  instances  would  other- 
wise be  fragmented.   These  efforts  make  possible  coordinated 
comprehensive  studies  entailing  simultaneous  measurements  of  the 
many  variables  in  the  same  animal  or  patient. 

4.  Research  centers  also  encourage  collaboration  among  basic  medical 
scientists,  engineers,  and  physical  scientists  as  well  as  a 
variety  of  clinicians,  encouraging  the  basic  scientists  to  work 
in  clinical  departments  and  vice  versa. 

Several  disadvantages  of  center  development  must  also  be  kept  in  mind 
by  the  faculty  lest  they  outweigh  the  advantages. 

1.  The  establishment  of  autonomous  and  uncontrolled  units  could 
potentially  cause  problems  with  existing  administrative 
structures. 

2.  The  separation  of  the  centers  from  the  teaching  role  of  the 
university,  which  need  not  occur. 

3.  Potential  overcommitment  on  the.  part  of  the  faculty  and  sub- 
version of  their  primary  functions  related  to  teaching  and 
service  as  well  as  to  research. 

4.  The  formation  of  an  umbrella  over  scientific  research,  compli- 
cating peer  review  at  the  national  level  and  potentially 
conducive  to  support  of  mediocre  research. 

5.  The  constriction  and  restraint  upon  individual  investigators. 
This  can  be  prevented  by  a  clear  allocation  of  the  resources  of 
the  center  at  the  time  that  a  center  is  organized,  and  by  the 
establishment  of  an  appropriate  advisory  committee  whose  makeup 
will  be  detailed  below.   The  role  of  this  advisory  committee 
would  be  to  serve  as  a  check  and  balance  on  the  authority  of  the 
center  director,  and  to  ascertain  that  the  center,  at  all  times, 
maintains  its  obligations  to  the  university  and  its  faculty  in 
carrying  out  its  mission. 

The  university  and  its  School  of  Medicine  do  not  seek  to  expand  their 
facilities  primarily  by  the  creation  of  institutes  and  centers,  but  when 
support  is  available  for  programs  which  are  of  interest  to  the  faculty, 
the  long-range  plans  of  the  school,  and  which  meet  the  needs  of  the 


14 


university  as  a  whole,  it  seems  appropriate  to  pursue  the  development  of 
such  centers.   However,  development  of  multidisciplinary  centers  should 
be  pursued  only  when  there  is  a  clearly  established  need  that  cannot  be 
easily  met  within  existing  structures  in  the  School  of  Medicine. 

Definitions 


Centers  at  the  School  of  Medicine  will  usually  develop  by  one  of 
three  potential  routes.   These  are: 

1.   A  faculty  or  department  initiated  program  project. 


2. 


3. 


A  faculty  or  department  initiated  demonstration  program  — 
supported  in  various  ways  financially  until  it  reaches  maturity. 

A  Dean  of  Medicine  sponsored  development  of  a  new  center,  via 
the  Office  of  the  Associate  Dean  for  Scientific  Affairs  in  co- 
operation with  various  members  of  the  faculty,  where  the  program 
originally  emanates  from  and  is  coordinated  by  the  Office  of 
the  Dean  of  the  School  of  Medicine. 

In  terms  of  their  relationship  to  departments  and  schools  within  the 
university,  centers  will  take  one  of  three  forms.   These  are: 

1.   Completely  intradepartmental  centers. 


2. 


m- 


Interdepartmental  centers,  where  the  majority  of  the  activities 
of  the  center  fall  within  the  realm  of  one  department,  but 
elude  activities  involving  faculty  members  and  potentially 
facilities  of  several  different  departments  within  a  single 
school. 
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3. 


Interdepartmental/interschool  centers  involving  faculty  members 
and  facilities  widely  throughout  the  University  of  Washington. 
These  may  or  may  not  be  principally  involved  within  the  Health 
Sciences  Center. 


Lines  of  Responsibility 

The  principal  responsibilities  of  the  director  of  a  center  are  as 
follows.   In  the  case  of  the  first  two  types  of  centers,  i.e.,  the  com- 
pletely intradepartmental  center  or  the  interdepartmental  center  having  a 
majority  of  its  activity  in  a  single  department,  the  center  director 
would  have  primary  responsibility  to  the  department  chairman  and  ultimately 
to  the  Dean.   By  establishing  these  lines  of  responsibility,  appropriate 
Dpportunity  is  presented  for  the  center  director  to  negotiate  with  his 
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chairman  as  to  the  space,  teaching  and  service  responsibilities,  and 
other  time  commitments  for  each  of  the  individuals  in  the  center.   In 
the  case  of  individuals  outside  of  the  parent  department,  the  center 
director  would  negotiate  similarly  with  the  chairmen  of  the  parent 
departments  of  each  of  the  individual  faculty  members  within  the  center. 

In  the  case  of  the  third  type  of  center,  i.e.,  the  interdepartmental/ 
interschool  center,  covering  a  broad  range  of  faculties  and  facilities, 
the  center  director  would  have  principal  responsibility  to  either  the 
Dean  of  the  School  of  Medicine,  if  the  majority  of  the  activity  lies 
within  that  school,  or  to  the  appropriate  Deans,  if  more  than  one  school 
were  involved. 


Evaluation  of  Center  Proposals 

Applications  for  new  centers  within  the  School  o 
reviewed  through  the  following  process .   As  soon  as 
begins  to  be  developed,  this  should  be  communicated 
Dean  for  Scientific  Affairs,  who  will  ask  the  Admini 
Centers  to  evaluate  the  proposal  and  to  determine  it 
programs  of  the  Medical  School  and  the  university, 
for  Scientific  Affairs  will  chair  this  committee  and 
so  that  a  recommendation  can  be  made  to  the  Dean  of 
In  this  manner,  proposals  deemed  to  be  desirable  for 
can  be  expedited  so  that  they  can  be  submitted  to  th 
as  early  as  possible. 


f  Medicine  should  be 
a  center  proposal 
to  the  Associate 
strative  Board  for 
s  impact  upon  the 
The  Associate  Dean 

expedite  the  evaluation 
the  School  of  Medicine. 

further  development 
e  appropriate  agency 


Planning  of  a  Center 

The  final  decision  to  plan  a  center  should  either  emanate  from  the 
Office  of  the  Dean  or  receive  the  approval  of  the  Dean.   Once  such  a 
decision  has  been  made,  it  will  be  important  for  the  individuals  bearing 
prime  responsibility  for  the  preparation  of  the  plans  to  notify  all 
relevant  department  chairmen  before  faculty  members  of  their  departments 
are  asked  to  commit  themselves  or  their  departmental  assets  to  a  center 
program.   Such  notification  could  occur  in  the  first  case  by  a  written 
announcement,  and  after  specific  individuals  are  identified,  by  consulta- 
tion between  the  center  planner  or  director  and  the  appropriate  depart- 
ment chairman. 


Advisory  Committee 

Each  center  will  have  an  advisory  committee.   In  the  case  of  intra- 
departmental  centers,  the  advisory  committee  can  be  derived  fully  from 
the  members  of  that  department.  •  In  the  case  of  centers  that  are 
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interdepartmental  or  interschool,  the  members  of  the  advisory  committee 
should  be  derived  from  faculty  with  appropriate  expertise  relevant  to 
the  mission  of  the  center,  and  will  be  designated  by  the  Dean  upon  recom- 
mendation of  the  director  of  the  center  after  consultation  with  the 
chairmen  of  the  departments  involved  in  the  center. 

Teaching,  Patient  Care,  and  Service 

Members  of  the  faculty  of  the  University  of  Washington  School  of 
Medicine  have  a  responsibility  to  participate  in  the  teaching  and/or 
patient  care  and/or  service  efforts.   The  respective  department  chairmen 
and  center  directors  will,  by  negotiation,  determine  how  much  each 
individual  who  works  in  a  center  will  devote  to  teaching  and  service 
regardless  of  the  source  of  salary  support. 

Appointment  to  Centers 

Faculty  participating  in  center  activity  should  have  academic  appoint- 
ments in  the  appropriate  academic  departments.   Such  faculty  will  be  re- 
sponsible to  their  department  chairman  for  departmental  teaching,  service 
and  research  programs.   No  academic  appointments  will  be  made  in  the 
center  as  such. 

The  overall  activity  of  any  faculty  appointed  to  a  center  including 
their  time  commitments  to  various  faculty  duties,  the  administrative 
support  provided  them,  and  the  space  committed,  should  be  agreed  upon  by 
the  center  director  and  the  department  chairman  in  advance  of  the  faculty 
member  s  appointment  to  the  center. 

New  faculty  members  who  are  brought  to  the  university  on  the  basis  of 
their  potential  to  play  a  primary  role  in  the  activities  of  a  center  should 
be  appointed  after  a  joint  search  by  both  the  director  of  the  center  and 
the  chairman  of  the  appropriate  department  or  departments  or  their 
designees,  but  not  before  consultation  with  the  appropriate  chairman.   The 
chairman  of  a  specific  department  may  be  the  prime  mover  in  seeking  and 
attracting  appropriate  faculty  to  participate  in  a  center  after  consul- 
tation with  the  director  of  the  center. 

Grant  Application 

Grant  applications  by  individual  members  of  the  faculty  who  are  lo- 
cated in  centers  will  be  submitted  in  the  name  of  the  individual  faculty 
member  and  handled  as  they  are  in  other  areas  of  the  School  of  Medicine 
with  review  by  the  director  of  the  center,  and  in  conformance  with 
existing  departmental  review  patterns.   It  is  assumed  that  each  center 
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will  have  a  central  operating  grant,  and  that  the  center  director  will 
be  responsible  for  this  grant  and  its  budget.   Such  a  core  grant  will 
be  used  for  general  research  and  administrative  purposes  for  the  center, 
as  well  as  for  special  coordinative  activities.   This  budget  should  also 
be  available  to  the  director  of  the  center  and  his  advisory  committee  to 
be  used  to  stimulate  new  collaborative  research  efforts  and  research 
programs  in  new,  important  areas  significant  to  the  mission  of  the 
center. 


Space  Assignment 

Space  in  an  interdepartmental  center  should  be  arranged  between  the 
director  and  the  appropriate  department  chairman  after  consultation  with 
the  advisory  board.   Where  adequate  space  does  not  exist  within  the 
appropriate  department  or  departments,  the  appropriate  department  chairman 
should  recommend  to  the  Dean's  Office  that  additional  space  be  assigned 
that  department  for  use  of  specific  projects  or  by  specific  individuals 
whose  activities  are  appropriate  to  the  stated  purposes  of  the  center. 
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Space  in  interdepartmental/interschool  centers  will  be  initially 
assigned  by  the  appropriate  Dean  or  Deans  of  the  schools  involved.   Space 
allocations  within  the  center  will  be  made  by  the  center  director  in  con- 
sultation with  his  administrative  board.   Additional  space  will  be 
arranged  between  the  center  director  and  the  appropriate  Dean  as 
recommended  by  the  center  advisory  committee. 

Teaching  facilities  and  conference  rooms  in  centers  should  be 
available  for  use  by  the  School  of  Medicine  in  its  academic  functions 
after  giving  first  priority  for  the  center  for  the  use  of  these  facilities 
in  meeting  its  mission. 


C3 
S 

i 
Z3 


Center  Director 

The  director  of  a  center  must  be  able  to  provide  leadership  and 
guidance  in  the  establishment  of  new  research  programs  and  in  establishing 
circumstances  that  help  to  bring  together  appropriate  scientists  to  work 
together  on  problems  of  common  interest.   He  should  seek  effective  and 
improved  means  of  communication  and  collaboration,  and  through  his  efforts 
provide  opportunities  for  such  activities.   He  must  seek  new  avenues  and 
approaches  to  solve  problems  and  provide  funds  and  facilities  for  pilot 
programs  that  could  lead  to  new  directions  in  research.   In  addition,  he 
should  provide  an  efficient,  noncumbersome  administrative  organization 
that  facilitates  the  work  of  the  center  members.   It  is  important  that  he 
maintain  communication  not  only  within  his  center,  but  between  the  center 
and  the  faculty  and  administration  of  the  School  of  Medicine  as  well.   He, 
like  all  other  center  members,  will  have  a  faculty  appointment  in  a  depart- 
ment of  the  school.   His  duties  and  responsibilities  in  that  department 
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will  be  arrived  at  through  negotiation 
ment  and  the  Dean. 


with  the  chairman  of  his  depart- 


Center  Review 

Once  a  center  has  been  established,  its  activities  and  accomplish- 
ments should  be  reviewed  annually  by  the  director  and  his  advisory  board 
Tt     ?  ^e  Admxmstrative  Board  for  Centers  appointed  by  the  Dean  of  the 
School  of  Medicine.   The  latter  should  examine  the  impact  of  the  center 
and  its  programs  on  the  objectives  and  missions  of  the  School  of  Medicine 
In  the  event  that  such  a  review  reveals  that  a  center  is  not  functioning 
to  the  best  interests  of  the  school,  appropriate  recommendations  should 
be  made  to  the  Dean  to  alter  its  operation  or  if  necessary  to  abolish 
the  center. 
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APPENDIX  B 

DIABETES-ENDOCRINOLOGY  CENTERS 
of   the 
NATIONAL  INSTITUTE  OF  ARTHRITIS,  METABOLISM,  AND  DIGESTIVE  DISEASES 
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DEPARTMENT  OF  HEALTH.   EDUCATION.  AND  WELFARE 

PUBLIC  HEALTH  SERVICE 

NATIONAL  INSTITUTES  OF  HEALTH 

BETHESDA.  MARYLAND     20014 


DIABETES-ENDOCRINOLOGY  CENTERS 
of  the 
NATIONAL  INSTITUTE  OF  ARTHRITIS,  METABOLISM,  AND  DIGESTIVE  DISEASES 


INTENTION 

The  National  Institute  of  Arthritis,  Metabolism,  and  Digestive  Diseases 
announces  its  intention  to  support  a  number  of  Diabetes-Endocrinology  Centers 
geographically  dispersed  throughout  the  United  States.   During  the  next  year 
or  two,  only  centers  in  which  the  research  emphasis  is  in  the  area  of  diabetes 
will  be  supported.   The  scientific  community  will  be  informed  when  the  support 
is  expanded  to  centers  with  other  areas  of  research  emphasis. 

Center  grants  will  be  limited  to  institutions  where  there  is  established 
ongoing  research  in  diabetes  and  will  be  used  to  strengthen  and  to  permit 
further  development  of  these  research  efforts.   The  general  characteristics 
of  a  center  grant  and  the  criteria  for  review  of  applications  are  presented 
in  the  following  portions  of  the  announcement. 

SUBMISSION  OF  APPLICATIONS 

In  order  that  applications  may  be  eligible  for  funding  during  the  present 
fiscal  year,  a  special  deadline  of  January  1,  1973  has  been  established  for 
the  receipt  of  applications  for  such  center  support.   To  facilitate  the 
planning  of  the  review  of  these  applications  a  "letter  of  intent"  to  submit 
an  application  should  be  sent  to  the  Diabetes  Program  Director  (address  below) 
by  November  15,  1972.   Subsequently,  the  established  NIH  deadlines  for  receipt 
of  applications  will  apply,  i.e.,  June  1,  October  1,  etc. 

Additional  information  and  applications  may  be  obtained  by  writing: 

Diabetes  Program  Director 

Extramural  Programs 

National  Institute  of  Arthritis, 

Metabolism,  and  Digestive  Diseases 
National  Institutes  of  Health 
Westwood  Building,  Room  626 
Bethesda,  Maryland   20014 
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DEFINITION  OF  CENTERS 
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Centers  for  research  in  diabetes  will  be  established  to  facilitate,  improve 
coordination  in,  or  otherwise  enhance  the  productivity  of  the  research 
environment  of  the  recipient  institution.   These  centers  will  provide  core 
resources  and  services  at  an  institution  where  a  broad  and  substantial  volume 
of  excellent  diabetes  research  already  exists. 

The  centers  are  conceived  as  supporting  scientific  personnel,  administration, 
and  central  support  services  to  accomplish  research  goals  that  would  not 
otherwise  be  possible.   The  center  grant  is  not  intended  to  provide  direct 
support  for  established  ongoing  research  projects. 

Funds  to  initiate  projects  by  new  investigators  and  for  exploratory  or 
feasibility  studies  may  be  supported  by  a  center  grant.   Such  funds  may  be 
requested  each  year  of  the  center  grant  but  support  of  any  particular  new 
project  will  be  limited  to  a  three-year  period,  at  which  time  the  project 
should  compete  for  a  regular  research  grant. 

PROGRAM  ORIENTATION 

There  is  no  prescribed  model  for  a  Diabetes-Endocrinology  Center.   A  center 
should  encompass  a  unique  and  substantial  research  program  that  has  already 
developed  as  a  result  of  the  efforts  of  the  investigators  and  the  insti- 
tution's particular  resources  and  strengths. 

BUDGET  CATEGORIES  ' 

The  following  types  of  items  and  activities  may  be  included  in  the  budget 
for  a  center  grant: 

(1)   Salaries  and  fringe  benefits  for: 


i 
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Principal  Investigator 

Key  research  personnel 

Newly  recruited  professional  personnel 

Research  associates 

Administrative  assistant  to  the  Principal  Investigator 

(2)  New  research  initiatives  as  discussed  above 

(3)  Consultant  services 

(4)  Equipment  used  in  center-wide  activities 

(5)  Supplies  used  in  center-wide  activities 
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(6)   Central  support  services,  including: 

a.  Maintenance  and  repair  of  scientific  equipment 

b .  Animal  care 

c   Research  support  services  such  as  central 

computing  facilities  and  specialized  libraries 

d.  Research-related  patient  costs 

e.  Center-related  publication  costs 

f .  Short-term  workshops  and  seminars 

(7)  Travel  directly  related  to  the  center 

(8)  Necessary  renovation  costs 

(9)  Other  expenses  which  are  clearly  specified  and  justified 
Training  stipends  will  not  be  a  portion  of  the  budget  of  a  center. 
APPLICATION  FOR  CENTER  GRANTS 

The  application  should  include  a  description  of: 

(1)  Ongoing  fundamental  and  clinical  research  projects  and  proeram 

llZTJZTot,to  diabetes' including  — -  -  "--of 

(2)  Witutiof"68""1"^  COllab°-ti-  -search  within  the 

(3)  Academic  positions  and  major  research  interests  of  the 
J^T/V        Investig*tor  and  other  professional  staff  who 
would  participate  in  center  activities 

(4)  ^oratory  and  clinical  facilities  which  are  available  for 
diabetes-related  research  projects 

(5)  The  existing  patient  load  of  the  institution,  including 
a  number  of  diabetic  and  total  patients 

(6)  oTthf  clTteTTt'll  ml   anVther  tralnlng  ^Portunities 
or  tne  center.   It  is  hoped  that  the  center  will  strengthen  the 

training  opportunities  of  the  involved  departments  with  the 

prospect  of  interdisciplinary  research  training. 


25 


4. 


(7)  The  long-term  research  objectives  of  the  center  as  well  as 
a  plan  for  accomplishing  these  objectives 

(8)  The  purpose  of  all  requested  funds,  including  those  for  new 
initiatives,  in  relation  to  the  research  activities  of  the 
center 

(9)  A  written  commitment,  signed  by  an  authorized  official  of  the 
institution,  of  the  parent  institution  to  the  proposed  center 
and  its  administrative  support  of  the  center. 

PRIMARY  CRITERIA  UPON  WHICH  A  CENTER  GRANT  APPLICATION  WILL  BE  REVIEWED 

The  following  criteria  will  be  considered  in  review  of  an  application: 

(1)  The  presence  at  the  institution  of  a  recognized  leader  in 
diabetes  research  who  will  serve  as  Principal  Investigator 

(2)  Interest  and  commitment  of  senior  investigators  to  the 
center's  research  mission 
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(3)  History  of  development  of  one  or  more  diabetes  research  projects 
to  a  program  project  or  its  equivalent  and  further  development 
to  a  stage  justifying  center  or  core  support 

(4)  Scientific  merit  of  ongoing  fundamental  research  and 
clinical  investigation 

(5)  Clarity  and  feasibility  of  diabetes  research  objectives 
of  the  center 

(6)  Evidence  for  a  multidisciplinary  and  interdepartmental 
approach  to  the  study  of  problems  in  diabetes  or  potential 
for  its  development 

(7)  Availability  of  existing  beds  and  facilities  equivalent  or 
potentially  equivalent  to  an  NIH-supported  general  clinical 
research  facility 

(8)  Potential  for  training  postdoctoral  fellows  in  diabetes  research, 
as  evidenced  by  the  merit  of  ongoing  research  projects  and/or  an 
active  diabetes-endocrinology  training  grant 

(9)  An  Advisory  Committee  to  assist  the  Principal  Investigator  in 
planning  and  evaluating  new  initiatives  and  to  participate  in 
decision  making  related  to  the  center.   This  committee  should  be 
composed  of  senior  professional  personnel  in  the  center  and/or 
consultants  within  or  without  the  applicant  institution. 
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REVIEW  OF  APPLICATIONS 
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Reseat  llZ^lTrevllZX  T  *"?  V*  ™  "APP"-«on  for 
of  Research  Grants,   compose of NiH'consoltan  a "^  r"™  °f  the  Divisi°" 
Metabolism,   and  Digestive  Diseases  Advisorvrn        •?     *?  the  N"i0nal  *«ta±tl.. 
WU1  aiso  receive  continning  -tLfSTZtS?*  t£Z£*SZLS£Z. 

fashion  by  appropriate   initial   rp^-fl/  reviewed   in  the  usual 

Metabolism,   and  ^est^uLZ^lloTZtAl.^  ^"^i  A"hrl"S' 


Dated:    September  27,    1972 


«^4w  ^^ 


./ 


M.D. 


G.  Donald  Whedon, 
Director 
National  Institute  of  Arthritis, 
Metabolism,  and  Digestive  Diseases 
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U.S.  DEPARTMENT  OF  HEALTH.  EDUCATION,  AND  WELFARE 


Guidelines  for  Establishing  and 
Ofrattnp;  foNsrumiM  Eranjs 


Vol.   2,  No.   4,  July  2,  1973 

POLICY 


■L/Tf  Purpose  of  thus  issuance  is  to  provide  guidelines  for  the  develop- 

ment of  a  consort! urn  grant  when  the  institutions  involved  believe  such  an  arrange- 
WiJ!!tfJnneCSSary  °r  Preferred  over  a  traditional   project  grant  made  to  a  single 
•th6Se  guidelines  are  intended  to  aid  in  the  establishment  of  a  consor- 
tium grant  with  a  sound  administrative  base  among  the  participating  institutions 
and  between  the  NIH  awarding  unit  and  the  grantee  institution  institutions 

jlHg'!-   In   -he  eJrly  1970'S'  NIH  be9an  t0  receive  a  smaH   "umber  of  research 
grant  applications  in  which  support  was  sought  for  a  single  project  which  involved 
two  or  more  institutions  through  various  cooperative  arrangements.     These  guide- 
lines have  evolved  from  experience  with  the  first  consortium  grants  awarded  and 

SiHeine^rnnn?l?Pn     Jhr0U^  ^P6™?]" ve  efforts  .of  the  grantee  institutions  and  the 
NIH  in  recognition  of  problems  peculiar  to  these  particular  grants. 

3.  applicability    This  policy  is  applicable  to  any  NIH  grant-supported  research 
project  which  embodies  the  characteristics  of  the  consortium  grant  as  defined 
below. 

4.  definition  A  consortium  grant  is  defined  as:  A  grant  to  one  institution  in 
support  of  a  research  project  in  which  the  program  is  being  carried  out  through  a 
"°Pfa^yearrangement  between  or  amon9  the  grantee  institution  and  one  or  more 
other  institutions  (profit  or  non-profit)  which  are  administratively  independent 
of  the  grantee  The  involvement  of  the  other  institutions  may  be  in  the  substance 
of  the  scientific  project,  or  may  be  that  of  providing  a  specified  service  under 
a^fee-for-service  or  contractual  arrangement,  or  both.     Examples  of  such  projects 

a.  Single  grantee  project  in  which  investigators  at  two  or  more  independent 
organizations  carry  on  various  phases  of  the  principal   activity  of  the 
project.  J 

b.  Single  grantee  project  in  which  cooperating  institutions  provide 
essential   services  or  common  data  information  for  the  project. 


The     *UIDE     za  published  at  irregular     intervals   to  provide     policy,     program,   and 
administrative  information  to  individuals     and  organizations  who  need  to    be     kept 

Z  iZ  n  °S  TT*8  <md  °han9eS  in  gVants  ""*  ^ntraots  programs  administered 
by  the  National  Institutes  of  Health. 
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5.  POLICY     The  NIH  may  make  an  award  for  the  support  of  a  project  to  a  grantee 
institution  on  behalf  of  a  named  principal  investigator  even  though  one  or  more 
institutions  other  than  the  grantee  are  cooperating  in  the  project  by  carrying  on 
various  parts  of  the  planned  activity.  A  certification  must  accompany  such  appli- 
cations indicating  that  appropriate  officials  in  each  cooperating  institution  in 
the  consortium  arrangement,  as  well  as  the  formal  applicant  institution  official, 
have  reviewed  the  application  or  at  least  appropriate  parts  of  the  applications, 
and  endorse  its  submission. 


i 

2 

f : 


c.-j 


C£ 
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6.  CONDITIONS  OF  APPLICATION  AND  AWARD 

a.  Agreement  prior  to  application  submission   Prior  to  submission  of  an 
application  for  a  consortium  grant  the  applicant  institution  and  all 
cooperating  institutions  should  thoroughly  explore  and  reach  at  least 
tentative  agreement  regarding  scientific,  administrative,  financial, 
and  reporting  requirements  for  such  grants. 

b.  Application  preparation  The  same  application  forms  will  be  used  as 
for  other  types  of  research  proposals.  However,  for  such  consortium 
arrangements  the  application  must  include  additional  information,  such  as: 

(1)  A  list  of  all  proposed  performance  sites  both  at  the  applicant 
grantee  institution  and  at  the  participating  institutions. 

(2)  A  separate  detailed  budget  for  the  initial  and  future  years  for 
each  institution  and,  where  appropriate,  for  each  project  unit 
within  each  institution. 

(3)  A  composite  budget  for  all  program  units  in  all  institutions,  for 
each  year,  as  shown  under  (2)  above. 

(4)  A  detailed  explanation  of  the  arrangements  between  the  principal 
investigator  and  the  responsible  persons  at  the  cooperating 
institutions  to  direct  and  monitor  the  research  effort. 

c.  Written  agreement  prior  to  initiation  of  the  project  The  grantee 
institution  should  formalize  in  writing  with  each  cooperating  institution 
the  tentative  agreement  negotiated  prior  to  receipt  of  the  award.  The 
agreement  will  specify  the  operational  guidelines  for  control  and  direction 
of  the  research  effort  to  ensure  compliance  with  all  pertinent  Federal 
regulations  and  policies  and  to  facilitate  a  smoothly  functioning  coopera- 
tive venture.  A  copy  of  all  such  written  agreements  will  be  provided  to 
the  NIH  awarding  unit  for  its  records. 

(1)  Scientific  Considerations  The  agreement  should  identify  the  principal 
investigator  and  the  responsible  persons  at  each  cooperating  institu- 
tion and  describe  their  responsibilities  in  the  project.  Specific 
procedures  for  monitoring  and  directing  the  research  effort  should 
also  be  delineated. 

(2)  Fiscal  Considerations  The  agreement  should  cite  specific  procedures 
to  be  followed  in  reimbursing  participants  for  their  effort  and  should 
include  dollar  ceiling,  the  time  schedule  and  method  of  reimbursement, 
the  type  of  supporting  documents  required  for  reimbursement, and 
procedures  for  review  and  approval  of  expenditure  of  grant  funds  at 
each  institution. 
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d. 


(3) 


(3)     Administratiye  Consideration,     m  Instances  where  policies  of  coooera- 

ficu?  r  v  }Tl     ff6r  fr°m  .th0Se,°f  the  9^nteePinst]"t?on       ' 
particularly  in  such  areas  as  travel,  travel   reimbursement,  salaries 
and  fringe  benefits,  a  determination  should  be  made  and  entered  into' 
the  agreement  as  to  which  policies  will   prevail.     Any  such  polic  es 
must  not  be  in  conflict  with  those  of  DHEW-NIH.  Policies 

Assurances  Required  by  DHEW-NIH     The  grantee  institution  has   the  specific 

nnbthpSnbl  I'Ht?  a"    reqU1red  a""™ces.     To  make  sure  of  responsiveness 
on  the  part  of  the  cooperating  institutions,  the  grantee  institution  should 

oartTf^hf  J"  understandin9  concerning  the 'assura'nLs  li     ed  be  iwa 
part  of  the  formal  written  agreement. 

0)     Care  and  Treatmfnt;  of  Laboratory  Animals     Each  cooperatina  institution 

SlKX     rde^an1mal%inJt^iH7suPP°rted     roject'w  om    J 

with  applicable  portions  of  the  Animal   Welfare  Act  (PL  89-544  as 

NT  * ^3a?Ni!ll11«S!drfth%?Ul!!el  ines/reSCn'bed  1n  DHEWPubl   cation 
no.    u  d3   (NIH),     Guide  for  the  Care  and  Use  of  Laboratory  Animals." 

(2)     Civil    Rights  and  Equal    Employment  Opportunity     Each  cooperating 

institution  must  comply  with    htle  VI  of  the  Civil   Rights  Act  of  1964 

??nnE?^-:T°rdei:  11246'     The  grantee  must  ensure  that  aVcoopera 
ting  institutions  have  a  valid  Assurance  of  Compliance  with  the  Civil 
Rights  Act  of  1964  on  file  with  the  DHEW  (Form  HEW  441)   and     if  a 
contract  is  entered  into,  the  contract  will    include  paragraph     (?) 
through   (7),  Part  II,  Subpart  B,  Section  202,  Executive  Order  11246. 

^in^^n^'V"^^     The  grantee  institution  and  the  coopera- 
"Thf  \n   I  I  I  °nS1S50Uld  refer  t0  DHEW  Publication  No.    (NIH)   72-102 
The   Institutional   Guide  to  DHEW  Policy  on  Protection  of  Human  Subiects 
and  specifically  Section  B,   "Special   Assurances,"  pie  Subjects, 

addition  to  assuring  that  initial  requirements  for  protecTion  of  human 
rnnn!CtS,-are-melin  a9™^nts  between  the  grantee  institut?on  and  the 
cooperating  institutions,  procedures  also  must  be  established  4  assure 

coTrsTol  tTpr^t^  ^^  "*  ^  ^-^nUdurlnglhT 

(4)     Patents  and  Inventions     The  fact  that  two  or  more  institutions  share 
in  the  grant-supported  project  does  not  alter  the  grantee  institution's 
responsibilities  concerning  patents  and  inventions       The  grantee 
institution  should  obtain  appropriate  patent  agreements   to  fulfill 
the  requirements  from  all    persons  who  perform  any  part  of  the  work 
under  the  grant  and  may  be  reasonably  expected  to  make  inventions       The 
grantee  should  insert  into  each  such  written  agreement  a  dau  e  making 
the  patent  and  inventions  policy  applicable  to  each  cooperating  ° 

institution  and  its  employees.     Agreements  should  also  be  obtained  b* 
the  grantee  to  govern  disposition  of  rights   to  inventions  resulting 
from  screening  compounds  synthesized  under  the  grant. 

(5)  SJ^gntUnrest  Provisions     Each  cooperating  institution  will   be 
responsible  for  carrying  out  the  provisions   relating  to  remuneration 
from  grant  funds   to  any  individual   who  has  been  enga9ge2  or     nv lied 
in  activities  described  as   "student  unrest."     (Section  407  or  the 
DHEW  Appropriations  Act  each  year  since  FY  1970.) 

(6)  Any  other  assurance  normally  required  of  the  grantee  institution  for 

the  program  in  question  is  also  required  of  the  cooperating  institutions. 
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ELIGIBLE  COSTS 

a.     Direct  costs     The  costs  discussed  below  are  those  which  are  most  frequently 
the  subject  of  inquiry  and  do  not  represent  a  complete  list  of  allowable 
costs.     Any  cost  category  that  under  NIH  policy  is  an  allowable  direct  cost 
category  for  the  grantee  institution  may  also  be  requested  on  behalf  of 
the  cooperating  institution.     The  policies  related  to  grant  expenditures 
for  research  projects  generally  apply  to  consortium  grants  without  exception, 

(1)  Alterations  and  renovations     Total   A  &  R  costs  for  the  project 
(including  the  grantee  and  the  cooperating  institutions)  may  not 
exceed  the  amount  approved  and  awarded  by  the  NIH  or  the  lesser  of 
$75,000  or  25%  of  the  total   direct  costs   (exclusive  of  patient  care 
costs)   reasonably  expected  to  be  awarded  for  the  entire  project  period. 
Rebudgeting  by  cooperating  institutions  for  A  &  R  costs  in  excess  of 
the  amount  approved  and  awarded  for  that  purpose  will    require  prior 
approval   from  the  grantee  institution. 

(2)  Patient  care  costs     The  agreement  among  the  participating  institutions 
should  include  clauses  pertaining  to  the  following: 


£ 


C."i 


C..U 


OS 


(3) 


(a) 


Recognit 
funds  fo 
(2)  the 
is  to  be 
rebudget 
cooperat 


institut 
patient 
been  app 
ing  unit 


ion  that  (1)   the  NIH  is  not  obligated  to  award  additional 
r  patient  care  costs  over  the  original   authorized  level; 
amount  of  patient  care  costs  awarded  for  each  institution 
viewed  as  a  ceiling  amount  for  that  instituion;   (3)  all 
ing  in  or  out  of  the  patient  care  cost  category  at  a 
ing  institution  must  be  approved  in  advance  by  the  grantee 
ion;   and  (4)   the  use  of  funds  for  patient  care  costs  when 
care  at  that  institution  on  this  project  has  not  previously 
roved  by  the  NIH  requires  prior  approval   by  the  NIH  award- 


(b)  Requirement  that  charges  to  the  grant  be  made  according  to  the 
cooperating  institution's  negotiated  rate  agreement  with  DHEW, 
or  if  no  agreement  exists,  be  consistent  with  charges  for  all 
other  patients. 

(c)  Statement  that  recovery  of  patient  costs  from  a  third  party, 
e.g.,  health  insurance,  be  attempted  (whenever  appropriate)  for 
routine  patient  care;  and 

(d)  Designation  of  a  specific  individual (s)  to  determine  when  a 
subject  or  patient  shall   enter  the  protocols  of  the  project  and 
therefore  officially  become  a  "research  subject  or  patient." 

Salaries ,  wages ,  and  fringe  benefits     The  policies  governing  salaries, 
wages,  and  fringe  benefits  at  each  cooperating  institution  will   apply 
to  invivi duals  employed  by  that  institution.     Any  after-the  fact  adjust- 
ments for  institution-wide  salary  increases  or  merit  promotions  will, 
however,  depend  upon  the  availability  of  funds   in  the  awarded  budget. 

Indirect  Costs     If  indirect  costs  are  requested  from  the  grant,  the  indirect 
cost  rate  which  has  been  negotiated  with  the  DHEW  by  each  institution  under 
the  consortium  grant  is  the  basis  on  which  indirect  costs  are  determined 
and  paid  under  one  of  the  following  plans: 
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Plan  A 

(1)  Indirect  costs  for  the  grantee  institution  are  handled  as  for  anv 
other  research  grant  to  that  institution.  y 

(2)  Indirect  costs  for  other  institutions  in  the  consortium  will   be 
computed  on  individual   institution  budgets  and  requested  as  part 
of  the  direct  costs  under  the  "Other"  category  in  the  composite 
application  budget  for  the  initial   and  all   ?uture  yeaVi^rieir 
Application  preparation,  6b)     In  such  cases,  the  amount  requested  bv 

bas^eTo ^t^1^'0"5/111   be  a  fixed  m**im™  «  fori  ch^r 
based  on  estimated  direct  costs  and  indirect  costs  calculated  bv  J!?n„ 
indirect  cost  rates  existing  at  the  time  of  app  ica"o ^Reimbursement 
up  to  but  not  in  excess  of  this  amount  will   be  made  by  the  a ran teP 
bnii-ngTrocess'^  ^^  institution  through^an'accepL^e66 

Where  feasible     Plan  A  is  preferred  because  of  its  simplicity  and  ease 
of  management  for  all   concerned.     However,  if  this  appears  not  te  be  an 
equitable  arrangement,  alternative  Plan  B  may  be  proposed  as  L  mpL 
of  choice  for  reimbursement  of  indirect  costs.       pr°P°Sed  as  tne  metnod 

Plan  B 

Each  member  of  the  consortium  may  request  and  claim  the  full   indirect  rn.t, 
to  which  it  is  entitled  based  on  the  negotiated  provisions     rate    wUh  f  nal 
settlement  when  a  final   indirect  cost  rate  is  established  for  a?i  Tnstitii 

m"d?nT  nitIfthla?nliiS-Pr°P0Sed,by  the  applica^  ^pprov     \T  h'e 
inim  awarding  unit,  the  following  procedures  will  obtain: 

(1)     ^direct  cost  allowance  at  time  of  award     Prior  to  an  award  fnr  a 
consortium  grant,  the  UUT^m^TTin  consul ?a?  on  wh°the 
Ind  rect  Cost  Management  System,  Office  of  Financial   Management    NIH 

T         r  LCUw?n   h  'hPeCial"j'ndreCt  C0St  rate  for  the  cons'ort  urn  grant 
thP  mm%  u  baSSd  entlrely  ^Pon  the  rate  currently  being  used  by 

the  DHEW  for  each  component  institution  and  will   be  used  solely  to 
determine  the  allowance  at  the  t.imp  of  award  soieiy  to 


An 


example  of  the  calculation  is  provided: 


Institution 

HEW  Rate 

Salary  and 
Wage  base 

Indirect 
cost 

A  (grantee) 

50% 

$50,000 

$25,000 

B   (cooperati 

ng) 

25% 

20,000 

5,000 

C  (cooperating) 

10% 

50,000 

5,000 

Total 


$120,000 


$35,000 
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"Special"  award  allowance  rate  for  consortium  = 

$35,000  _  ?q  17y 
$120,000    ^All° 

(The  calculation  can  be  adjusted  to  accommodate  those  situations 
where  institutions  may  have  other  than  an  S  and  W  base.) 

(2)  Indirect  cost  claim  on  report  of  expenditure  When  the  report  of 
expenditures  is  submitted,  the  grantee  institution  will  recalculate 
the  appropriate  indirect  cost  for  each  institution  on  any  re- 
negotiated indirect  cost  rates  and/or  any  change  in  the  base  against 
which  the  new  rate  is  to  be  applied. 

[In  accordance  with  NIH  policy,  when  the  direct  cost  base  upon 
which  indirect  costs  are  calculated  is  increased  by  any  re- 
budgeting  of  direct  cost  funds,  no  additional  funds  for 
indirect  costs  resulting  from  such  action  will  be  provided 
by  the  NIH.] 

The  indirect  cost  claim  reflected  in  the  report  of  expenditures 
should  represent  the  combined  need  of  all  institutions  involved 
in  the  consortium  based  on  the  pertinent  information  available 
at  the  time  the  report  of  expenditures  is  submitted.  Information 
necessary  to  justify  the  total  indirect  cost  claim  should  be 
provided  and  should  include  the  base,  rate,  and  amount  for  each 
separate  institution  in  the  consortium.  The  sum  of  the  individual 
indirect  cost  claims  is  the  total  to  be  claimed  on  the  report  of 
expenditures. 

(3)  Final  settlement  of  indirect  costs  The  amount  of  indirect  costs  at 
the  time  of  award  and  at  the  time  a  claim  is  made  on  the  report  of 
expenditures  is  often  based  on  a  provisional  rate.  Final  settlement 
is  based  on  the  establishment  of  a  final  rate.  Indirect  cost  final 
settlement  for  a  particular  consortium  grant  cannot  be  submitted, 
under  Plan  B,  until  all  institutions  concerned  have  negotiated  final 
rates  with  the  DHEW.  When  the  last  final  rate  has  been  negotiated  for 
the  various  institutions  in  the  consortium,  the  grantee  must  assume 
responsibility  for  compiling  the  fiscal  information  necessary  to 
establish  the  base  to  which  the  various  indirect  costs  will  be  applied, 
not  only  for  the  grantee  institution  but  also  for  each  cooperating 
institution.  These  data  will  be  submitted  to  the  Indirect  Cost 
Management  System,  OFM,  NIH,  for  settlement  outside  the  automated 
routine  used  for  other  types  of  grants. 

8.      OTHER  ADMINISTRATIVE  CONSIDERATIONS 


a. 


Rebudgeting  authority  of  cooperating  institutions  Rebudgeting  between 
budget  categories  on  the  part  of  non-grantee  cooperating  institutions  must 
have  the  prior  approval  of  the  grantee  institution.  However,  the  grantee 
institution  may  wish  to  establish  in  the  written  agreement  moderate  levels 
of  rebudgeting  authority  within  NIH  policy  limitations  with  each  of  the 
cooperating  institutions. 
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b.  Audit  guidelines 


(1)  »&$^Ml2R^rt  wm  be  subject  t0  audit 

(2)  MSLwr^sas'sa  ssrsa-sy  K-sr* 

agreement  between  NIH  and  the  grantee,  including      clause  q!ln5 

supper?    csg?seo7?h"e  r^t01-aCC?SS  *°  ™«"*9wh.™  necef  arj'to 
support  costs  of  the  cooperating  institution  relating  to  thp  nrsnt 
The  grantee  should  establish  controls  to  see  [hat  thl  cLeratinT' 
ZTtorlr       Perf0rmance'   in  te™  °f  cost  effectiveness'!^ I      * 

c.     Cost  sharing  guidelines: 


f. 


(1) 


(2) 


A  provision  will  be  included  in  the  written  agreement  coverina  cost 
Sharing  when  it  is  a  research  grant  requiring9such  2ist  sharing 


ng. 

£  sss-jssss  k  3ra»"-a  rrs-avsir 

fcn^^wmVt^&^V™    The  9rantee  institution  shall 

for  ?hat  purpose.     9e  ""  t0  Pem1t  SUCh  inCOme  *°  be  used 

^T?rTnTTpTl   inveSat'o^t9  Ihf t1tutI°ns.m«t  decide  in  advance  whether 
rlf    I?      investigator  at  the  grantee  institution  alone  receives 

nve     i5  t0r    atron/nT^  and  0th?r  Publi"tions  or  whether  the  ac  ual 
rZdit  9  L       mi         °l  ^e  C0°Pe^ting  institutions  will   receive  such 

sh^rih.sr^^is^^Ttfs?;?' 9enerai  a9r— ts  ~M.uth.r- 
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9.  reporting  requirements    In  the  written  agreement  it  should  be  spelled  out 

that  the  cooperating  institutions  are  responsible  for  making  full  and  complete 
reports  on  anything  requiring  reporting  to  the  grantee  institution  which  will 
in  turn  make  the  required  reports  to  the  NIH.  The  progress  report  should  be 
patterned  after  the  format  generally  used  for  program  projects  and  center  grants 
to  show  specific  parts  of  the  project  separately  and  to  report  progress 
separately  by  the  investigators  responsible  for  the  various  portions  of  the 
project. 

10.  effective  DATE    This  policy  is  effective  for  all  new  and  competing  renewal 
grants  with  beginning  dates  on  or  after  July  1,  1973. 

Grantee  institutions  which  now  have  consortium  grants  are  encouraged  to  adopt 
the  principles  contained  in  this  policy  as  soon  as  practicable. 
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INTRODUCTION 


The  assignment  of  the  Workgroup  on  Centers  has  been  approached  by 
trying  first  to  establish  the  "state  of  the  art"  and,  in  this  case, 
by  examining  the  current  diabetes  center  program  of  NIAMDD  compared 
and  contrasted  with  other  mechanisms  of  research  support  within  that 
Institute.   Next,  with  the  higher  power  lens,  the  workgroup  considered 
the  existing  five  Centers  with  respect  to  their  activities,  trying  to 
recognize  unmet  needs  and  new  ideas  for  the  creation  of  a  new  genera- 
tion of  centers.   The  purpose  there  was  to  be  able  to  compare  an 
evolving  "center  concept"  with  the  established  one  and  with  what 
Congress  intended  in  the  Act  under  the  heading  of  "Diabetes  Research 
and  Training  Centers."  Such  comparisons  are  possible  only  after  a 
thorough  and  complete  understanding  of  Congressional  intent.   Because 
that  understanding  is  critical  at  this  point  in  our  deliberations 
and  essential  before  any  logical  changes  can  be  recommended,  most  of 
this  report  will  address  the  center  possibilities  as  created  by  the 
Act. 
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I.   WORKGROUPS  ON  DIABETES  CENTERS 


A.   WORKGROUP  I  ON  DIABETES  CENTERS 

This  first  workgroup  was  composed  of  the  Directors  of  the  five 
Diabetes-Endocrinology  Centers,  the  Director  of  a  Cancer  Center  (to 
get  another  perspective),  and  the  Director  of  Extramural  Programs  as 
resource  person.   The  Commission  and  NIH  were  represented  as  well- 


Dr.  Oscar  B.  Crofford 

Dr.  Robert  H.  Williams 

Dr.  Arthur  Rubenstein 

Dr.  Donald  F.  Steiner 

Dr.  Joseph  Lamer 

Dr.  William  Daughaday 

Dr.  Mortimer  B.  Lipsett 
Dr.  George  T.  Brooks 
Dr.  Keatha  Krueger 

Mrs.  Louinia  Whittlesey 


Director,  Vanderbilt  Diabetes-Endocrinology 
Center 

Director,  Univ.  of  Washington  Diab.-Endo. 

Center 
Director,  Univ.  Chicago  Diabetes-Endo. 

Center 

Principal  Investigator,  Univ.  Chicago  D-E 

Center 
Director,  Univ.  Virginia  Diabetes-Endo. 

Center 
Director,  Washington  Univ.  Diabetes-Endo. 

Center 
Director,  Cancer  Center  NE  Ohio,  Cleveland 
Director,  Extramural  Programs,  NIAMDD 
Executive  Secretary,  National  Commission  on 

Diabetes 
Observer,  National  Commission  on  Diabetes 


Drs.  Rubenstein  and  Steiner  were  represented  by  Dr.  Taber  of  their 
group  and  Dr.  Larner  was  represented  by  Dr.  Brooker,  who  is  the 
Associate  Director  of  the  Charlottesville  Center,  at  the  first  meeting. 
Dr.  Lipsett  was  not  present  at  the  second  meeting. 

The  first  of  two  meetings  was  held  in  Nashville  on  May  26,  1975. 
The  second  was  held  in  conjunction  with  the  meeting  of  the  American' 
Diabetes  Association  in  New  York  on  June  16,  1975. 

B.   WORKGROUP  II  ON  DIABETES  CENTERS 

This  second  workgroup  was  composed  largely  of  physicians  and 
physician-scientists  primarily  interested  in  problems  of  health  care 
delivery  and  the  design  of  such  systems  for  the  diabetic  patient, 
rhe  diabetic  was  also  represented  as  well  as  the  Commission  and  the 
federal  sector. 
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Dr.  John  Davidson 

Dr.  Leona  Miller 

Dr.  Edgar  A.  Haunz 

Dr.  Addison  Scoville 

Dr.  Arthur  Krosnick 

Dr.  John  Runyan 

Mr.  Jon  Hall 

Dr.  George  Brooks 

Mrs.  Louinia  M.  Whittlesey 


Atlanta 
Los  Angeles 
Grand  Forks 
Nashville 
Trenton 
Memphis 
Kansas  City 
Bethesda 
Cleveland 
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Drs.  Krosnick  and  Runyan,  because  of  prior  commitments,  were  not 
able  to  be  present  for  the  actual  workgroup  session  but  contributed 
their  parts  to  the  discussion  through  conversations  over  breakfast 
and  lunch  with  the  Chairman  of  the  Workgroup  on  the  preceding  day. 

The  group  met  together  in  conjunction  with  the  meeting  of  the 
American  Diabetes  Association  in  New  York  on  June  13,  1975. 


C.   WORKGROUP  III  ON  DIABETES  CENTERS 

This  third  of  the  Workgroups  on  Diabetes  Centers  was  composed  of 
a  smaller  group  representing  some  of  the  members  of  the  site  teams 
visiting  applicants  for  the  Diabetes-Endocrinology  Centers  program 
with  the  idea  that  they  may  have  developed  additional  thoughts  about 
how  diabetes  centers  of  the  future  should  be  designed.   In  addition, 
an  Associate  Dean  of  Biomedical  Sciences  at  one  of  the  larger  research- 
oriented  universities  in  the  country  (having  some  22  centers  in  his 
university)  was  included  to  give  guidance  in  creating  guidelines  for 
centers  in  relation  to  the  housing  academic  institution.   Federal 
representation  was  included. 


Dr.  Stefan  Fajans 

Dr.  James  Field 

Dr.  John  Fain 

Dr.  Jesse  Roth 

Dr.  Russell  Ross 

Dr.  George  Brooks 

Dr.  Keatha  Krueger 


Ann  Arbor 

Pittsburgh 

Providence 

Bethesda 

Seattle 

Bethesda 

Bethesda 


This  group  met  on  July  27,  1975  in  Building  31  on  the  campus  of 
NIH  in  Bethesda. 
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II. 


2L^HE^ATI0NAI^  INSTITUTE  OF  ARTHRITIS " 

^^pj.I^^AND^IGE^^ 


A.   SUMMARY 

lowing  xs  a  brief  summary  of  these  alonp  wli-h   n             ?  f  \        1_ 
ar^o  ^  *u~          i             Lnet,e  aiong  with  comments  which  consult- 
ants m  the  workgroups  on  Diabetes  Centers  felt  «hn„lH  Ko    consult 
the  National  Commission  on  Diabetes.  conveyed  to 

In  general   support  is  classified  either  as  grants  or  contracts 
and  grants  may  be  subdivided  into  individual  or  foiled iv^^t^T  the 

a  hirdCiste?nrth  *?  ^^   "«  ^^°n  ^^^Sent    tim and 
a  third  is  m  the  planning  stages.   When  the  word  "diabetes"  is  used 

and^la'tL1011  f  *  •'""   °!  ^^  pr°8ram8'  "  ls  t0  be  read  as  "diabetes 
After  a  briefndeOCJrnetand  ^tahol±c   disorders  and  their  complications  " 
After  a  brief  description  of  each  program,  the  peer  review  system  for 
evaluation  of  proposals  will  be  mentioned  and  commented  upon! 

B.   GRANTS 


1.   Individual  Research  Gr 


ants 


Research  grants  may  be  awarded  to  an  institution  for  the  individ- 
ual investigator  (the  Principal  Investigator)  for  a  pe  o   f    \ 
five  years'  support.   Many  of  the  individual  grants  are  for  the  full 
five  years,  at  which  time  they  are  eligible  for  competitive  renewal 

beyo^  t£  t^llT  ^^  ?"'    ~ '  °f  theSe  ^  been  consul 
t    l  ^u"'  S°  the  ar§ument  that  stable,  long-term  sup- 

port is  lacking  within  the  program  is  not  necessarily  valid  if  the 
research  is  considered  worthy  by  the  peer  review  system. 

■wrS"  CT UltuntS  ±n  °Ur  work§rouPs  feel  that  the  individual  re- 
search grant  with  its  peer  review  system  is  the  very  strength  of  this 

ro  ecteYeSear^  ^^^  ^  thlS  SyStem  mUSt  ^preserved  and 
roera^   T  °  ^^   pr°^™s   should  ^  entertained  if  such 

>rograms  reduce  or  m  any  way  compromise  the  funds  allocated  to  the 

^dividual  grant  program. 
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Institutional  Research  Grants 

a.   The  Program  Project  Grant:   The  Program  Project  Grant  (PPG)  is 
an  institutional  grant  under  the  direction  of  one  Principal 
Investigator.   Such  grants  support  the  research  of  a  group  of 
investigators  focused  on  a  common  research  theme  with  exten- 
sive collaboration,  usually  involving  an  interdisciplinary 
approach.   In  the  initial  peer  review  process,  certain  com- 
ponents of  the  Program  Project  may  be  disapproved  for  fund- 
ing but,  after  that,  there  is  a  certain  discretionary  element 
at  the  local  level  in  the  distribution  of  funds  by  the  Princi- 
pal Investigator.   A  major  disadvantage  to  the  PPG  is  that, 
once  unfunded,  the  entire  research  group  is  placed  in  jeopardy. 
For  that  reason,  an  attempt  is  being  made  within  NIAMDD  to 
suggest  that  groups  or  departments  should  not  rely  too  heavily 
upon  this  particular  mechanism  of  funding. 


I 
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The  "Core"  Centers  Program:   This  is  the  category  which  in- 
cludes the  existing  five  "Diabetes-Endocrinology  Centers," 
the  oldest  of  which  has  just  passed  its  second  birthday  while 
the  youngest  is  not  yet  six  months  old.   The  research  again 
has  a  common  theme  but  is  broader  in  concept,  and  it  is  even 
more  "interdisciplinary"  and  usually  involves  larger  groups 
than  the  PPG.   A  prerequisite  is  that  most,  if  not  all, 
investigators  are  funded  and  their  research  has  ample  support. 
"Core  support"  has,  as  its  purpose,  the  provision  of  shared 
facilities,  stability  to  the  research  environment,  and  addi- 
tional continuity  to  the  overall  research  program.   It  might 
be  pointed  out  here  that  the  core  center  grant  places  no 
major  emphasis  on  whether  the  research  does  or  does  not  have 
a  large  clinical  component.   Funds  are  used  for  new  research 
initiatives  and  pilot  projects  but  long-term  support  is 
explicitly  excluded:   after  three  years,  any  project  is  expected 
to  have  matured  to  the  point  that  it  can  compete  for  individual 
research  grants. 

Undoubtedly  the  Directors  of  the  five  existing  Diabetes- 
Endocrinology  Centers  endorse  the  program,  but,  in  addition, 
some  of  the  workgroup's  other  consultants  feel  that  the  "core 
concept"  is  a  good  one  and  that  it  should  continue  to  receive 
support  within  NIAMDD  .  .  .  this  was  presented  to  the  full 
Commission  in  the  way  of  a  recommendation. 


The  question  was  raised:   "How  does  an  institution  go 
about  getting  a  core  centers  grant?  .  .  .   Just  how  do  you 
get  started?"  And  the  answer  given  by  our  NIAMDD  consultant 
was  .  .  .  First,  the  individual  investigators  with  their 
individual  grants  establish  a  research  program  of  quality; 
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then,  the  individuals  coalesce  into  a  group  with  common 
research  interests  and  a  unifying  plan;  and  then  they  apply 
for  the  core  center  program  in  accordance  with  available 
guidelines.   Comments  were  made  on  several  occasions  about  a 
critical  mass  of  researchers  but  this  has  not  been  further 


n        Additional  comments  and  recommendations  for  the  existing 

core  centers  program  were  made  and  will  be  included  in  other 
parts  of  this  report. 

nS^!t^BlC'1i,,e;MrCh  ^^   This  program  within 
NIAMDD  is  still  on  the  drawing  boards  and  it  should  be  empha- 
sized that  the  program  has  neither  been  finalized  nor  yet 
submitted  to  Council  for  advice  before  being  announced.   There- 
fore, any  description  here  is,  at  best,  only  tentative.   Still, 
it  is  felt  that  the  Commission  should  be  aware  of  programs 
even  m  their  planning  stage. 

This  proposed  funding  mechanism  implies  specific  disease/ 
disorder  orientation  (e.g.,  "Specialized  Diabetes  Clinical 
Research  Center")  with  emphasis  placed  on  the  application  of 
research  to  human  subjects.   Mandatory  components  include  both 
clinical  and  research  activities  with  heavy  collaboration 
expected  between  the  two.   Funds  are  to  support  the  research 
projects  and  it  is  expected  that  a  given  center  will  have  a 
common  research  focus  in  the  particular  disease. 

Here,  it  should  be  mentioned  that  such  a  program  as  this 
bears  little  or  no  resemblance  to  the  General  Clinical  Research 

^   V™^  WhiCh  iS  l0ng  in  nation  through  the  sponsor- 
ship of  NIH's  Division  of  Research  Resources  and  not  through 
individual  Institutes.   These  moneys  are  largely  directed  at 
the  construction  and  maintenance  of  a  clinical  research  facili- 
ty, and  the  maintenance  funds  support  core  laboratory  facili- 
ties and  personnel.   The  word  "general"  is  underscored  because 
the  research  in  such  a  facility  is  not  categoric. 

Within  other  Institutes  of  NIH,  there  are  other  types  of 
centers:   Comprehensive  Centers  within  the  National  Cancer 
Institute,  and  Demonstration  Centers  within  the  National  Heart 
and  Lung  Institute  are  but  two.   But,  within  NIAMDD,  the  four 
mentioned  grant  mechanisms  comprise  the  entire  program  of 
research  support,  except  for  the  "contract"  mechanism.   Before 
turning  to  that,  a  few  words  are  in  order  on  the  peer  review 
system  for  grants. 


MB 
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C.   GRANTS  —  PEER  REVIEW  SYSTEM 

The  grant  proposal  is  received  by  NIH  in  the  Division  of  Research 
Grants  which  then  makes  the  decision  which  study  section  is  to  review 
the  proposal.   The  Metabolism  Study  Section  receives  about  half  of  all 
diabetes-related  proposals.   In  Study  Section,  proposals  receive  inde- 
pendent and  intensive  review  and  then  decision  is  made  regarding  the 
scientific  merit  of  the  research  proposal.   Each  of  these  is  then  given 
a  priority  rating  and  these  ratings  are  then  passed  to  the  Institute's 
Advisory  Council,  consisting  of  18  members  who  then  make  recommendations 
relative  to  funding  .  .  .  after  taking  into  consideration  all  grant 
and  contract  requests. 

The  time  table  for  such  a  procedure  is  usually  as  follows: 


January  1 
April-May 
June 
July-October 


submission  of  the  written  grant  proposal 
referral  to  a  Study  Section  for  review 
action  by  Council  on  recommended  priorities 
if  approved,  award  of  the  research  grant 
with  activation  of  funds. 


Occasionally,  a  grant  may  be  activated  as  early  as  July  1  of  the  same 
year,  but  more  likely  is  August,  September,  or  October.   Thus,  the 
"lead  time"  between  the  deadline  for  submission  of  the  proposal  and 
the  activation  of  funding  for  the  research  is  approximately  eight  to 
nine  months,  and  this  must  be  taken  into  consideration  when  preparing 
recommendations  to  Congress  on  budgets  as  part  of  the  long-range  plan, 


D.   CONTRACTS 

In  contrast  to  the  grants  mechanism,  NIAMDD  contracts  are 
Institute- initiated  and  Institute-directed.   The  usual  procedure 
whereby  a  contract  is  consumated  is  as  follows:   first,  the  Institute 
with  its  consultants  recognizes  the  need  for  either  research  in  an 
area  or,  more  likely,  development  of  a  specific  service  or  product. 
Examples  of  the  former  would  include  clinical  trials  or  conducting 
surveys.   Were  the  University  Group  Diabetes  Project  to  be  repeated, 
it  would  now  probably  fall  into  the  category  of  the  contracts  mecha- 
nism rather  than  as  it  was  with  13  separate  grants.   It  is  the  content 
of  the  need  which  determines  whether  the  contracts  mechanism  is  the 
more  appropriate  of  the  two  funding  procedures.   Examples  of  services 
or  products  would  include  production  of  special  animal  models  or 
hardware  (the  "artificial  beta  cell"  might  be  appropriate  for  the 
contracts  mechanism) . 

Once  the  Institute  identifies  the  need,  it  initiates  the  process 
by  issuing  a  "request  for  proposals"  (RFP)  after  receiving  HEW  review 
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and  approval.   Such  RFP's  are  publicized  through  the  NIH  Guide  to 
Grants  and  Contracts,  and  in  the  "Commerce  Business  Daily"  which 
reaches  the  country's  industrial  concerns  as  well  as  all  academic 
institutions.   Investigators  then  respond  with  proposals  which  are 
then  determined  (by  administrative  decision)  whether  they  are  indeed 
responsive  to  the  intent  of  the  RFP. 

Next  the  proposals  are  usually  reviewed  by  a  special  study  section 
of  outside  consultants  who  review  the  proposals  for  scientific  merit 
(as  opposed  to  NIH's  Division  of  Research  Grants),  although  they  may 
also  be  reviewed  by  regular  study  sections.   Another  review  group 
consisting  of  staff  of  the  Institute  and  outside  consultants  examines 
fundin  ^evance  and  then  makes  recommendations  regarding 

Once  awarded,  the  project  is  then  assigned  to  a  Project  Officer 
from  NIAMDD  who  performs  site  visits  semi-annually,  or  oftener  as 
needed;  and  there  is  annual  review  of  the  project  with  full  scientific 
evaluation.   Ordinarily,  the  contract  is  for  one  year,  renewable. 

Contracts  are  made  with  individuals  or  groups;  and  several  con- 
tracts may  be  made  for  various  components  of  a  single  product  (or 
service).   It  is  the  funding  which  creates  cooperation  between  scien- 
tists widely  separated  in  their  research  interests. 

The  contracts  program  throughout  NIH  has  occasionally  come  under 
n/e   f™„th^  s^entific  community.   They  complain  that  it  is  the  most 
directed  of  all  research;  that  it  is  painfully  short-term;  and  that 
the  system  may  occasionally  be  abused  through  inadequate  peer 
review.   It  is  a  system  which  bears  close  and  continued  scrutiny 
On  the  other  hand,  it  has  certain  advantages  and  may  be  the  best 
mechanism  to  implement  some  specific  recommendations  of  the  Commission 
m  its  long-range  plan. 


E.   THE  CONSORTIUM 

The  "consortium"  mechanism  for  research  funding  is  NIH-wide   The 
word  implies  more  than  one  investigator  at  separated  institutions 
cooperating  and  collaborating  upon  a  single  research  project  for  which 
the  consortium  grant"  is  awarded.   It  is  nothing  more  than  an  adminis- 
trative arrangement  between  the  institutions  and  NIH  (or  the  specific 
Institute) . 
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III.   DIABETES-ENDOCRINOLOGY  CENTERS  OF  THE  NATIONAL  INSTITUTE 
OF  ARTHRITIS,  METABOLISM,  AND  DIGESTIVE  DISEASES 

1972  MODEL 


BACKGROUND 


1 
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The  idea  for  the  creation  of  "diabetes  centers"  originated,  at 
least  in  part,  with  several  informal  conversations  held  during  late 
1971  and  early  1972  between  Dr.  Robert  H.  Williams  (who  had  previously 
served  on  NIAMDD's  Advisory  Council),  Dr.  Robert  Marston  (then  Director 
of  NIH),  Dr.  Whedon  (then  and  still  Director  of  NIAMDD) ,  Dr.  Lamont- 
Havers  (then  Deputy  Director  of  NIAMDD),  and  Dr.  Lemar  Remmert  (then 
the  Diabetes  Program  Director  for  NIAMDD's  Extramural  Programs  —  the 
position  now  held  by  Dr.  Krueger) .   Following  Dr.  Remmert's  untimely 
death  in  1973,  attempts  to  locate  within  his  files  on  diabetes  centers 
the  notes  on  the  evolution  of  the  program's  announcement  have  been 
unsuccessful.   Nevertheless,  the  idea  evolved;  the  announcement  was 
formulated;  it  was  dated  September  27,  1972;  signed  by  Dr.  Lamont- 
Havers  for  Dr.  Whedon;  and  distributed  over  the  country  early  in 
October,  1972.   The  announcement  itself  is  a  five-page  document  which 
is  included  in  the  Appendix  to  this  report.   Before  describing  its 
salient  features,  it  might  be  pointed  out  that  the  nature  of  this 
announcement's  deadlines  had  the  effect  of  natural  selection  of  appli- 
cant institutions. 


B.   APPLICATION  DEADLINES  AND  NATURAL  SELECTION  OF  APPLYING  INSTITUTIONS 

The  announcement  was  received  in  most  institutions  on  October  3, 
1972;  the  deadline  for  a  "letter  of  intent"  was  November  15;  and  the 
final  application  deadline  was  January  1,  1973.   What  with  impending 
holidays,  vacations,  the  postal  delays  that  time  of  year  .  .  .  all 
these  meant  less  than  ten  weeks  were  available  in  which  to  construct 
an  institutional  grant  request  which,  under  ordinary  circumstances, 
is  an  undertaking  of  six  to  12  months.   Moreover,  most  university 
administrative  officials  require  at  least  ten  days  to  review  appli- 
cations leaving  their  institution.   So,  it  is  clear  that  only  those 
institutions  where  there  was  already  in  force  a  high  degree  of  coordi- 
nation, cooperation,  and  collaboration  —  where  the  interdisciplinary 
approach  was  already  a  reality  —  only  those  institutions  held  any 
hope  of  meeting  the  application  deadline  .  .  .  and  then  only  through 
extraordinary  effort.   Still,  and  probably  to  the  surprise  of  NIAMDD, 
some  30  to  40  applications  were  received  in  Bethesda  by  January  1. 
That  response  may  be  interpreted  as  widespread  interest  in  such  new 
diabetes  programs  or  general  dearth  of  diabetes  research  dollars  at 
that  time  or  both  ... 
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THE  ANNOUNCEMENT 

throughout  the  United  States.  P 

siderW  theUl97A°Mt,heiP°in,t  °f  8e08MPhlc  Aspersion  later  in  con- 
sidering the  1974  Model  as  described  in  Public  Law  93-354. 

During  the  next  year  or  two,  only  centers  in  which  the 

ported   t7  iS,±n  the  area  °f  d±abetes  wil1  ^  sup- 

ported.  The  scientific  community  will  be  informed  when 

the  support  is  expanded  to  centers  with  other  areas  of 
research  emphasis. 

This  last  statement  undoubtedly  caused  considerable  concern  on  the 

appended°toathr   End°Crln°^>  especially  when  its  name  had  been 
appended  to  the  new  program's  title,  yet  they  were  systematically 
excluded  from  the  program  for  "the  next  year  or  two."   This  is  another 
IT   93-354^    U  retUrn  ^  ^  COnsid--S  inters  as  described  in 

i«      Cr^r  ?TtS  W±U  be  limited  to  institutions  where  there 
is  established  ongoing  research  in  diabetes  and  will  be  used 
to  strengthen  and  to  permit  further  development  of  these 
research  efforts. 

totallv  ^H11''  ^  -  ^nequivocal  that  th^  new  program  was  designed 
totally  and  exclusively  to  promote  research  in  diabetes. 

Next  followed  a  definition  of  centers: 

DEFINITION  OF  CENTER: s 

Centers  for  research  in  diabetes  will  be  established  to 
facilitate,  improve  coordination  in,  or  otherwise  enhance 
the  productivity  of  the  research  environment  of  the  re- 
cipient institution.   These  centers  will  provide  core 
resources  and  services  at  an  institution  where  a  broad 
and  substantial  volume  of  excellent  diabetes  research 
already  exists. 

The  centers  are  conceived  as  supporting  scientific 
personnel,  administration,  and  central  support  services 
to  accomplish  research  goals  that  would  not  otherwise 
be  possible.   The  center  grant  is  not  intended  to 


51 


provide  direct  support  for  established  ongoing  research 
projects. 

Funds  to  initiate  projects  by  new  investigators  and 
for  exploratory  or  feasibility  studies  may  be  supported  by 
a  center  grant.   Such  funds  may  be  requested  each  year  of 
the  center  grant  but  support  of  any  particular  new  proj- 
ect will  be  limited  to  a  three-year  period,  at  which  time 
the  project  should  compete  for  a  regular  research  grant. 

PROGRAM  ORIENTATION 

There  is  no  prescribed  model  for  a  Diabetes-Endo- 
crinology Center.   A  center  should  encompass  a  unique  and 
substantial  research  program  that  has  already  developed  as 
a  result  of  the  efforts  of  the  investigators  and  the  insti- 
tution's particular  resources  and  strengths. 

The  next  item  concerns  Budget  Categories  and  the  one  after  that  what 
should  be  included  in  the  application  in  the  way  of  information.   So, 
to  continue  with  the  next  section  entitled: 


1 
I 
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PRIMARY  CRITERIA  UPON  WHICH  A  CENTER  GRANT  APPLICATION  WILL 

BE  REVIEWED 

The  following  criteria  will  be  considered  in  review  of  an 

application: 

1)  The  presence  at  the  institution  of  a  recognized 
leader  in  diabetes  research  who  will  serve  as 
Principal  Investigator 

2)  Interest  and  commitment  of  senior  investigators 
to  the  center's  research  mission 

3)  History  of  development  of  one  or  more  diabetes 
research  projects  to  a  program  project  or  its 
equivalent  and  further  development  to  a  stage 
justifying  center  or  core  support 


I  : 

: 


Parenthetically,  it  might  be  mentioned  here  that  the  number  of  institu- 
tions which  fulfilled  this  latter  criterion  at  that  time  were  few. 

4)  Scientific  merit  of  ongoing  fundamental  research 
and  clinical  investigation 

5)  Clarity  and  feasibility  of  diabetes  research  objec- 
tives of  the  center 

6)  Evidence  of  a  multidisciplinary  and  interdepartmental 
approach  to  the  study  of  problems  in  diabetes  or 
potential  for  its  development 

7)  Availability  of  existing  beds  and  facilities  equivalent 
to  an  NIH-supported  general  clinical  research  facility 
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While  most  of  the  institutions  applying  at  that  time  had  active  general 
Clinical  Research  Centers,  this  was  a  further  limitation. 

8)  Potential  for  training  postdoctoral  fellows  in 
diabetes  research  as  evidenced  by  the  merit  of  on- 
going research  projects  and/or  an  active  diabetes- 
endocrinology  training  grant 

This  imposed  a  further  limitation,  since,  at  that  time  training  grants 
were  being  phased  out.   Then,  the  final  criterion  was: 

9)  An  Advisory  Committee  to  assist  the  Principal 
Investigator  in  planning  and  evaluating  new 
initiatives  and  to  participate  in  decision  making 
related  to  the  center.   This  committee  should  be 
composed  of  senior  professional  personnel  in  the 
center  and/or  consultants  within  or  without  the 
applicant  institution. 

A  note  was  then  added  about  the  review  process  and  the  communication 
was  signed  by  Lamont-Havers. 

Looking  at  this  announcement  in  retrospect,  from  the  viewpoint  of 
the  institution  which  applied  though  unsuccessfully,  it  is  tempting  to 
suggest  this  program  was  designed  for  a  very  few,  select  institutions 
over  the  country.   And,  from  those  criteria  above,  it  is  obvious  why 
so  many  institutions  were  eliminated  from  further  consideration  for 
administrative  reasons." 

On  the  other  hand,  some  institutions  interpreted  this  announcement 
m*h  t   al^enge'  fi1  beit  lightly  vague,  to  come  forth  with  "the  model 
Diabetes  Center."  Dr.  Brooks,  Associate  Director  for  Extramural 

MTA^f13'  NIAMDD'  W°Uld  Probably  agree  that  the  Extramural  Program  of 
NIAMDD  is  sensitive  to  perceived  needs  of  the  scientific  community 
and  is  alert  to  creating  new  programs  or  expanding  or  otherwise  modi- 
tying  existing  programs  to  meet  those  needs  ...  or  to  recognize 
models   in  the  field  which  can  be  emulated  through  expansion  of  pro- 
grams.  With  that  m  mind,  some  institutions  may  feel  that  NIAMDD 
vould  welcome  innovative  approaches  in  this  new  "Diabetes-Endocrinology 
^enters  program. 
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IV.   DIABETES  RESEARCH  AND  TRAINING  CENTERS 


I 
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INTERPRETATION  OF  PUBLIC  LAW  93-354,  Section  5,  Subsection  (a) 

Section  5.  (a)  of  the  "National  Diabetes  Mellitus  Research  and 
Education  Act"  addresses  itself  to  two  topics: 

1)  the  "Diabetes  Research  and  Training  Centers"  and 

2)  the  "Diabetes  Coordinating  Committee." 

Because  the  centers-portion  of  the  Act  specifically  mentions  the 
National  Commission  on  Diabetes  by  name,  the  Commission  is  thereby 
legally  obliged  to  include  "centers"  in  its  deliberations.   That 
portion  of  the  Act  also  indicates  that  Congress  anticipates  recom- 
mendations from- the  Commission  on  centers  .  .  .  but,  meanwhile, 
Congress  has  provided  a  general  idea  of  its  intent  with  a  brief, 
one-paragraph  description  of  centers  and  their  envisioned  functions. 

It  was  apparent  from  public  testimony  before  this  Commission  that 
the  centers  paragraph  has  received  widespread  interest.   It  has  been 
subjected  to  a  wide  variety  of  interpretations  and,  perhaps,  an 
occasional  misinterpretation.   Up  to  this  point,  there  may  even  be 
some  disagreement  over  its  precise  meaning  among  members  of  the 
Commission.   For  these  reasons,  it  is  appropriate  to  pause  to  re-read 
this  paragraph  once  more  in  the  effort  to  achieve  a  uniformly  accept- 
able interpretation. 

The  Centers  subsection,  verbatim,  is  as  follows: 

RESEARCH  AND  TRAINING  CENTERS:   DIABETES  COORDINATING 
COMMITTEE  AND  GENERAL  AUTHORITY 

Sec.  5  (a)  Part  D  of  title  IV  of  the  Public  Health  Service 
Act  is  amended  by  adding  at  the  end  thereof  the  following  new 
sections : 

DIABETES  RESEARCH  AND  TRAINING  CENTERS 

Sec.  435  (a)   Consistent  with  applicable  recommendations 
of  the  National  Commission  on  Diabetes,  the  Secretary  shall 
provide  for  the  development,  or  substantial  expansion,  of 
centers  for  research  and  training  in  diabetes  mellitus  and 
related  endocrine  and  metabolic  disorders.   Each  center 
developed  or  expanded  under  this  section  shall  (1)  utilize 
the  facilities  of  a  single  institution,  or  be  formed  from 
a  consortium  of  cooperating  institutions,  meeting  such 
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research  and  training  qualifications  as  may  be  prescribed  by 
the  Secretary;  and  (2)  conduct  (A)  research  in  the  diagnosis 
and  treatment  of  diabetes  mellitus  and  related  endocrine  and 
metabolic  disorders  and  the  complications  resulting  from 
such  disease  or  disorders,  (B)  training  programs  for  physi- 
cians and  allied  health  personnel  in  current  methods  of 
diagnosis  and  treatment  of  such  disease,  disorders,  and 
complications,  and  (C)  information  programs  for  physicians 
and  allied  health  personnel  who  provide  primary  care  for 
patients  with  such  disease,  disorders,  or  complications. 
Insofar  as  practicable,  centers  developed  or  expanded  under 
this  section  shall  be  located  geographically  on  the  basis 
of  population  density  throughout  the  United  States  and  in 
environments  with  proven  research  capabilities. 


A.   AUTHORITY 

From  the  minutes  of  the  Commission's  first  meeting,  it  is  clear 
that  comments  were  made  on  the  general  subject  of  authority  as  defined 
in  the  several  provisos  of  the  Diabetes  Act.   With  respect  to  the 
section  of  Centers,  however,  it  is  not  clear  whether  the  question  of 
specific  authority  was  raised  .  .  .  and  resolved. 

The  Center  Workgroups  have  assumed  that  the  centers'  authori- 
zation is  directed  at  NIAMDD  —  that  NIAMDD  is  specifically  authorized 
and  charged  with  implementing  the  centers  part  of  the  Act.   After  more 
careful  study  of  the  Public  Health  Service  Act,  or  at  least  some  parts 
of  it,  that  assumption  is  now  less  certain. 

Part  D,  Title  IV  of  the  PHS  Act  deals  with  authorized  programs 
of  NIAMDD,  NINDS  (National  Institute  of  Neurologic  Diseases  and  Stroke), 
and  other  Institutes  of  NIH.   Section  434,  an  amendment  to  which  is 
made  in  the  Diabetes  Act  on  page  5,  is  a  statement  of  general  authority 
to  NIAMDD;  Section  435,  the  one  we  are  concerned  with  on  centers, 
does  not  identify  a  specific  Institute;  while  Section  436  (on  the 
Diabetes  Coordinating  Committee)  involves  all  the  Institutes  of  NIH 
(and  other  federal  agencies)  with  programs  related  to  diabetes. 

This  is  not  just  a  legalistic  question.   Before  our  workgroups  can 
proceed  to  formulate  precise  suggestions  for  the  Commission,  it  should 
be  understood  if  the  authority  is  established  within  NIAMDD  or  if  that 
remains  to  be  decided.   This  is  equally  important  to  the  Commission, 
especially  when  budgetary  recommendations  for  the  individual  Insti- 
tutes are  being  formulated,  so  as  to  avoid  imprecision  and  ambiguity 
in  the  long-range  plan. 
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It  is  thus  requested  that  the  Chairman  of  the  Commission  provide 
assistance  to  the  Center  Workgroups  in  resolving  this  question,  by 
whatever  necessary  means,  prior  to  the  time  a  final  report  on  Centers 
is  made  to  the  Commission. 

With  that  introduction,  it  would  be  well  to  mentally  pencil  in  a 
question  mark  beside  the  initials  NIAMDD  when  they  are  mentioned  in 
this  report  —  since  it  was  written  before  this  issue  of  authority 
was  raised. 

To  proceed  now  with  the  analysis,  line-by-line,  of  this  paragraph 
which  begins: 

"Consistent  with  applicable  recommendations  of  the  National  Commission 
on  Diabetes,  the  Secretary  shall  provide  ..." 

Implicit  in  these  introductory  words  are  three  assumptions: 

(1)  that  the  Commission  will  consider  centers  in  its  deliberations, 

(2)  that  the  Commission  will  make  recommendations,  and  (3)  that  cer- 
tain of  these  recommendations  will  be  "applicable"  to  centers.   The 
simplest  recommendation  the  Commission  could  make  is  that  centers  as 
described  are,  in  fact,  a  worthy  idea  and  that  this  section  of  the  Act 
should  be  implemented  forthwith.   An  extension  of  that  is  the  impli- 
cation that  NIAMDD  is  to  refrain  from  implementation  of  programs  for 
centers  as  described  until  such  time  as  the  Commission's  recommendations 
are  formulated. 

What  is  not  clear  in  the  wording  of  this  introduction  is  whether 
Congress  intended  to  provide  an  efficient,  time-saving,  and  direct 
interaction  between  NIAMDD  and  the  Commission  ...  a  mechanism  whereby 
the  Commission's  recommendations  on  centers,  as  long  as  such  recommen- 
dations do  not  depart  in  any  substantive  way  from  the  intent  of 
Section  5,  may  be  implemented  by  NIAMDD  without  need  for  prior  Con- 
gressional review  and  approval.   It  is  as  if  Congress  anticipated, 
or  even  expected,  the  Commission  to  bring  forth  some  changes  — 
refinements,  if  you  will  —  in  this  section  on  centers.   Further, 
Congress  seems  to  be  expressing  confidence  in  the  Commission  by 
implying  here  that  the  Commission's  recommendations  on  centers,  as 
long  as  they  are  "applicable,"  shall  be  implemented  (and  the  verb 
here  is  third-person- imperative) . 

The  simplest  interpretation  of  the  word  "applicable"  is    ... 
those  of  the  Commission's  recommendations  which  pertain  to,  or  in  any 
way  concern,  centers  .  .  .  ."  On  the  other  hand,  "applicable"  may 
have  more  significance:   if,  for  example,  the  Commission  were  to 
recommend  that  another  Institute  than  NIAMDD  should  fund  any  part  or 
otherwise  be  directly  involved  in  this  centers  program,  such 
recommendation  would  not  be  "applicable"  since  this  section  of  the 
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Act  deals  only  with  authorized  programs  of  NIAMDD  (as  was  previously 
mentioned).   Instead,  such  recommendation  would  require  further 
Congressional  action,  i.e.,  it  would  constitute  a  recommendation  to 
Congress  for  qualifying  legislation. 

Other  less  clear-cut  examples  of  non-applicability  could  be 
imagined,  but  it  is  presumed  that,  if  the  question  of  applicability 
is  raised  during  the  formulation  of  a  given  recommendation  regarding 
centers,  such  can  be  resolved  within  the  Commission:   any  final 
recommendation  emanating  from  the  Commission  with  respect  to  centers 
should,  therefore,  be  "applicable." 

The  phrase  "...  the  Secretary  shall  provide  for  ..."  is  an 
administrative  arrangement  within  HEW's  bailiwick  but,  here,  it  is 
interpreted  as  a  euphemistic  expression  meaning  that  "the  Director 
of  NIAMDD,  or  more  likely  his  Director  of  Extramural  Programs,  or 
most  likely  his  Diabetes  Program  Director  ...  is  to  initiate  a 
new  program  for  .  .  .  . " 

•  •  •  the  development,  or  substantial  expansion,  of  centers  for 
research  and  training  in  diabetes  mellitus  and  related  endocrine  and 
metabolic  disorders. " 

"Development"  in  this  context  implies  "...  to  bring  into 
being,  initiate,  or  create"  new  centers  while  "substantial  expansion" 
implies  some  realignment  of  activities  and  resources  within  existing 
centers  which  already  have  programs  of  research  and  trainingT" 

When  the  expression  "existing  centers"  is  used,  some  will  naturally 
assume  this  means  the  "existing  five  Diabetes-Endocrinology  Centers" 
of  NIAMDD.   If  this  be  the  case,  then  the  phrase  "...  substantial 
expansion  of  centers  for  research  and  training  ..."  is  internally 
inconsistent  in  the  strictest,  most  narrow  sense  because  the  current 
NIAMDD  "Diabetes  Core  Center"  program,  as  has  already  been  pointed 
out,  does  not  include  support  for  training  activities.   On  the  other 
hand,  the  "Core"  guidelines  certainly  do  not  exclude  the  institution 
which  has  clinical  training  activities  underway.   From  the  adminis- 
trative point  of  view,  it  is  thus  simpler  to  read  "...  centers 
...  'as  written  with  lower  case  "c"  to  imply  any  group  of  scien- 
tists and  health  professionals  with  a  common  interest,  in  this  case, 
"diabetes  mellitus  and  related  endocrine  and  metabolic  disorders." 
Thus,  any  center  including  the  existing  five  Diabetes-Endocrinology 
Centers  should  be  eligible  to  apply  for  the  new  center  program  pres- 
ently under  consideration  by  the  Commission  and  NIAMDD. 

One  question  which  members  of  the  Commission  may  have  and  which 
has  been  discussed  in  our  workgroups  is:   of  the  following  two  alter- 
natives, which  is  preferred? 
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a)  to  establish  a  new  program  for  centers  with  new  guidelines  and 
new  concepts  which  are  to  be  consistent  with  applicable  recom- 
mendations of  the  Commission;  or 

b)  to  expand  and  otherwise  modify  the  existing  Centers  program, 
including  expansion  of  the  existing  "Core  Center"  concept  (and 
thus  activities  which  are  fundable)  to  comply  with  new 
(revised)  guidelines  which  are  consistent  with  applicable 
recommendations  of  the  Commission. 

The  choice  between  these  two  options  seems  to  be  an  administrative 
one  and  may  be  prerogative  of  NIAMDD.   Choice  of  alternative  (a)  is 
likely  on  the  grounds  that  greater  flexibility  both  on  the  part  of 
applicant  institutions  and  NIAMDD  is  possible  through  multiple  pro- 
grams rather  than  a  single  program  with  multiple  categories  in  it. 
There  is  the  potential,  however,  of  duplication  of  effort  —  if  not 
funding  --  in  multiple  programs  with  this  degree  of  overlap  of  activi- 
ties.  Again,  it  is  a  point  which  Dr.  Whedon  or  others  may  want  to 
comment  upon  in  the  discussion  after  this  report. 

"...  in  diabetes  mellitus  and  related  endocrine  and  metabolic 
disorders"  is  the  categoric  aspect  of  this  section  and,  in  fact,  the 
entire  Act.   The  statement  is  clear  and  unequivocal  albeit  rather 
broad.   Dr.  Fajans  commented  in  one  of  our  workgroups  that  it  is  hard 
to  imagine  many  endocrine  and  metabolic  disorders  that  are  not  somehow 
related  to  diabetes.   It  is  the  general  feeling  on  this  point  that  no 
useful  purpose  is  served  by  trying  to  define  this  phrase  further  by 
listing  diseases,  disorders,  or  conditions  which  satisfy  the  categoric 
qualifications  .  .  .or,  even  worse,  which  fail  to  satisfy  this  defini- 
tion.  We  feel  that  it  is  the  burden  of  the  innovative,  imaginative 
investigator (s)  or  applicant  institution(s)  to  define  "related"  in 
such  a  way  as  to  convince  Study  Section  or  whatever  peer  review  system 
is  to  be  involved  in  processing  applications  for  this  program.   Such 
solution  should  be  satisfactory  to  all  concerned  interest  groups.   If 
not,  then  our  workgroups  will  gladly  consider  suggestions  on  this 
point. 

To  continue: 

"Each  center  developed  or  expanded  under  this  section  shall  (1)  utilize, 
the  facilities  of  a  single  institution,  or  be  formed  from  a  consortium 
of  cooperating  institutions,  meeting  such  research  and  training  quali- 
fications as  may  be  prescribed  by  the  Secretary;" 

This  clause  contains  two  items  which  deserve  amplification:   the 
concept  of  the  consortium,  and  the  question  of  institution (s)  meeting 
certain  research  and  training  qualifications  as  defined  by  HEW  (or 
one  of  its  agencies).   First,  the  consortium  .  .  . 
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As  was  pointed  out  earlier  in  the  section  of  this  report  dealing 
with  funding  mechanisms  within  NIAMDD,  the  "consortium"  mechanism  is 
merely  an  administrative  convenience.   The  mechanism  is  clearly  ex- 
plained in  the  small  pamphlet  entitled:   "NIH  GUIDE  FOR  GRANTS  AND 
CONTRACTS  —  Guidelines  for  Establishing  and  Operating  Consortium 
Grants,   published  in  July,  1973.   A  copy  of  this  is  included  in  the 
appendix  to  this  report.   What  is  now  new  from  the  Act  is  that 
training  is  also  included.   Heretofore,  research  was  the  only  activity 
supported  by  the  consortium  grant  ...  and  this  is  not  restricted  to 
NIAMDD:   it  is  NIH-wide.   Now,  these  guidelines,  at  least  as  far  as 
NIAMDD  is  concerned,  will  need  revision  to  include  training  as 
described. 

Before  leaving  consortia,  it  might  be  pointed  out  that  the  current 
Diabetes-Endocrinology  Center  in  Chicago  is,  in  effect,  a  consortium 
between  the  University  of  Chicago  and  the  Michael  Reese  Hospital  in 
Chicago.   Thus,  no  group  (including  the  budding  consortium  in  southern 
California  and  its  spokesman,  Dr.  Levine,  who  presented  at  public 
hearings  in  Los  Angeles)  need  worry  about  the  consortium-part,  as  long 
as  those  cooperating  institutions  meet  certain  requirements 

.  .  .  meeting  such  research  and  training  qualifications  as  may 
be  prescribed  by  the  Secretary;"  With  regard  to  the  meaning  of  quali- 
fications, Dr.  Krueger  has  provided  the  following  comment:   "... 
These  qualifications  take  the  form  of  regulations  which  are  published 
m  the  Federal  Register.   'Consistent  with  applicable  recommendations 
of  the  NCD?  regulations  will  be  written,  be  reviewed,  be  published 
for  comments  and  criticism  from  the  outside  community,  be  revised,  be 
reviewed,  and  finally  be  published  in  the  Federal  Register.   Only' 
after  these  steps  have  been  completed  can  a  RFA  (request  for  appli- 
cations) be  issued  .  .  .  .  " 

Earlier  in  this  report,  we  saw  that  such  "qualifications"  or 
"regulations"  for  the  current  Diabetes-Endocrinology  Centers  program 
took  the  form  of  "primary  criteria  upon  which  a  center  grant  appli- 
cation will  be  reviewed."   Some  criticism  of  these  was  registered  in 
one  of  our  Workgroups  along  with  the  offer  to  provide  certain  revi- 
sions of  them.   When  "applicable,"  these  might  be  incorporated  into 
guidelines  which  are  now  being  considered  for  the  new  centers  program. 
In  addition,  other  workgroups  of  the  Commission  are  presently  evolving 
recommendations  of  a  more  general  nature  regarding  qualifications  of 
institutions  involved  in  research  and  training  .  .  .  and  here  I  will 
mention  specifically  the  Workgroup  on  Professional  Education  as  part 
of  Dr.  Haddock's  Subcommittee  on  Education.   This  group  is  evolving 
such  criteria  in  professional  training  in  the  broadest  context. 
Already,  certain  of  these  have  been  specifically  identified  as 
directly  applicable  to  the  training  programs  of  centers.   Without 
meaning  to  pre-empt  Dr.  Haddock's  report  to  the  Commission,  I  should 
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explain  that  "professional  education"  or  "education  of  health  pro- 
fessionals" means  physicians  and  allied  health  personnel  .  .  .  and 
this  has  conceptual  significance  in  that  it  emphasizes  the  "team"  — 
an  idea  which  that  workgroup  feels  is  essential  in  the  long-range 
plan  .... 

In  addition,  the  Workgroup  on  Professional  Education  has  requested 
the  Committee  on  Research  to  give  consideration  to  research  train- 
ing .  .  .  and,  by  extension,  qualifications  of  institutions  engaged 
in  research  and  research  training,  some  or  all  of  which  may  be  directly 
applicable  to  the  formulation  of  new  guidelines  for  the  centers  pro- 
gram.  The  Center  Workgroup  is  now  ready  to  accept  such  suggestions 
from  those  Workgroups  or  Committees  of  the  Commission  in  preparation 
of  guidelines  to  be  presented  to  the  full  Commission  at  some,  as  yet, 
unspecified  date  in  mid  fall  ...  as  part  of  the  final  report  from 
the  Workgroups  on  Centers. 


Now,  to  continue 


Centers  shall 
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"...  (2)  conduct  (A)  research  in  the  diagnosis  and  treatment  of 
diabetes  mellitus  and  related  endocrine  and  metabolic  disorders  and 
the  complications  resulting  from  such  disease  or  disorders,  ..." 

At  first  reading,  these  lines  have  caused  consternation  among  cer- 
tain consultants  in  our  workgroups.   The  immediate  reaction  has  been 
"...  this  seems  to  exclude  basic  research  ....   Just  diagnosis 
and  treatment?  .  .  .  ."   But  a  careful  re-reading  of  this,  especially 
in  the  context  of  the  entire  Act,  underscores  the  wisdom  of  Congress 
and  provides  insight  into  Congressional  intent.   In  the  Act's  pre- 
amble .  .  .  entitled  "FINDINGS  AND  DECLARATION  OF  PURPOSE"  ...  it 
says  quite  clearly: 
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9)  The  attainment  of  better  methods  of  diagnosis  and  treat- 
ment of  diabetes  mellitus  deserves  the  highest  priority. 
10)  The  establishment  of  regional  diabetes  research  and 
training  centers  throughout  the  country  is  essential 
for  the  development  of  scientific  information  and 
appropriate  therapies  to  deal  with  diabetes  mellitus. 

The  Act  then  proceeds  on  page  2  to  give  an  impressively  long  list 
of  what  Congress  intends  for  "the  coordinated  research  program,"  i.e., 
the  long-range  plan,  to  include.   All  of  this  is  at  the  bottom  of 
page  2  and  the  top  of  page  3  of  the  Act  .  .  .  all  of  which  leaves  no 
doubt  that  Congress  does  recognize  the  vital  importance  of  basic 
research  in  the  field  of  diabetes.   And,  if  that  were  not  enough,  the 
last  item  included  in  the  "coordinated  research  plan"  states  that  the 
plan  shall  provide  for: 
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(8)  appropriate  distribution  of  resources  between  basic 
and  applied  research. 

The  long-range  plan  formulated  under  this  subsection  shall 
also  include  within  its  scope  related  endocrine  and  metabolic 
diseases  and  basic  biological  processes  and  mechanisms,  the 
better  understanding  of  which  is  essential  to  the  solution 
of  the  problem  of  diabetes  mellitus. 

From  all  this,  there  can  be  no  doubt  as  to  Congressional  intent  .  .  . 

But  ignoring  all  of  the  Act's  explanations  and  amplifications  and 
concentrating  only  on  the  phrase  "...  research  in  the  diagnosis 
and  treatment  ..."  in  this  directive  to  centers:   just  what  is 
included  in  these  two  areas?  With  respect  to  "  .  .  .  diagnosis," 
one  of  the  consultants  to  the  Committee  on  Research  has  already  empha- 
sized the  need  for  a  new  marker,  a  better  means  of  recognizing  dia- 
betes (i.e.,  diagnosis)  than  elevated  blood  glucose  or,  better  still, 
before  the  blood  glucose  becomes  elevated.   That  research  approach 
opens  limitless  possibilities,  any  one  of  which  in  the  most  literal 
sense  can  be  considered  "research  in  the  diagnosis  ...  of  diabetes." 

Moreover,  "...  research  in  .  .  .  the  treatment  of  diabetes  .  .  , 
does  not  necessarily  imply  drug  testing  or  clinical  trials  .  .  .  and 
this  is  quite  apparent  from  the  Workgroup  titles  of  the  Committee 
chaired  by  Drs.  Lacy  and  Cahill:   "Artificial  Pancreas,  Devices, 
Pancreas  Transplantation"  is  but  one  example  of  pure  research  on 
treatment.   When  such  research  objectives  are  broadened  by  the 
inclusion  of  "  .  .  .  research  .  .  .  in  .  .  .  the  complications  ..." 
one  has  again  but  to  look  at  the  roster  of  workgroups  on  research  to 
appreciate  how  extensive  such  research  is:   "Ocular  Complications, 
Neurologic  Complications,"  and  all  the  rest.   I  see  few  limitations 
there. 


With  respect  to 


related  endocrine  and  metabolic  disorders, 


again  the  same  comments  made  previously  apply. 

In  the  broadest  sense,  all  research  in  diabetes  is  eventually 
directed  at  treatment,  cure  or  prevention  .  .  .  and  this,  I  think,  is 
the  intent  of  the  Congress:   to  encourage  the  broadest  attack  on  the 
diabetes  problem  through  research  in  all  areas  which  the  scientific 
community  identifies  as  important  and  relevant  —  and  a  statement 
to  this  effect  is  one  of  the  charges  to  the  Committee  on  Research. 
With  respect  to  a  given  grant  proposal,  it  is  again  the  burden  of  the 
applicant  individual  or  institution  to  convince  Study  Section  that 
the  proposed  research  complies  with  the  intent  of  "research  in  diag- 
nosis and  treatment"  and,  parenthetically,  the  real  burden  of  anyone 
else  to  say  that  it  doesn't! 
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No  more  need  be  said  here:  Congress  is  neither  limiting  the  scope 
of  our  research  nor  attempting  to  direct  it  other  than  into  the  fields 
of  diabetes  and  related  disturbances  .... 


Now,  to  continue:   Besides  research 


centers 


shall 


(2)  conduct 


(B)  training  pro- 


grams for  physicians  and  allied  health  personnel  in  current  methods  of 
diagnosis  and  treatment  of  such  disease,  disorders,  and  complications, 
and  (C)  information  programs  for  physicians  and  allied  health  personnel 
who  provide  primary  care  for  patients  with  such  disease,  disorders, 
or  complications. " 

(B)  and  (C)  have  been  lumped  together  here  before  considering  them 
separately  to  emphasize  one  point:   many  individuals  read  these  few 
lines  and  interpret  them  as  follows:   "Centers  shall  provide  three 
things:   (1)  research,  (2)  education,  and  (3)  treatment."  But  that 
is  not  what  these  lines  say.   They  say  unmistakably  .  .  .  "research, 
training,  and  information  programs  ..."  and  nowhere  in  this  para- 
graph is  "treatment"  or  "primary  health  care"  mentioned  as  a  primary 
directive  to  centers.   Whether  such  should  have  been  included  in  the 
Act  is  a  point  we  shall  return  to  shortly  when  considering  recommen- 
dations suggested  by  some  of  our  consultants  .  .  .  and  this  is  an  area 
we  need  to  address  in  the  discussion  period. 

Now,  to  the  question  of  training  and  here,  perhaps  a  few  definitions 
are  in  order.   Two  terms  will  be  used  more  or  less  interchangeably: 
"training"  and  "education."  TRAINING  is  the  process  of  being  so 
instructed  as  to  be  made  proficient  or  qualified  ...  or  if  you 
prefer  the  active,  verb  sense  .  .  .  the  process  of  instructing  so  as 
to  make  proficient  or  qualified.   EDUCATION  is  the  process  of  training 
and  developing  knowledge,  skills,  and  attitudes  by  formal  schooling. 
"Training"  implies  the  refining  of  professional  skills  while  "educa- 
tion" is  the  process  of  generating  such  professionals  having  skills. 
"Training"  implies  a  short-term  process  while  "education"  is  longer. 
And  so  on  ...  .   There  are  many,  subtle  differences  in  meaning  in 
the  two  words  but,  to  me  at  least,  the  two  are  inextricably  inter- 
related and  should  be  considered  synonymous  in  most  instances.   Per- 
haps, Dr.  Haddock  may  want  to  comment  on  this  in  the  discussion. 

Dr.  Haddock  will  have  a  great  deal  to  say  in  her  report  from  the 
Subcommittee  on  Education  about  the  entire  problem  of  professional, 
patient,  and  public  education  in  diabetes.   Hers  will  be  a  large  and 
comprehensive  report,  a  thoughtful  and  stimulating  one,  and  wisdom 
would  dictate  that  these  remarks  be  limited  to  the  simple  statement 
that  centers  are  indeed  a  logical  means  to  accomplish  parts  of  her 
plan.   She  will  indicate  those  areas  of  her  plan  which  would  best  be 
suited  to  centers  .  .  .  and  some  of  the  approaches  centers  might  use 
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to  accomplish  the  training  and  education  of  target  groups.   For  that 
reason,  this  part  of  this  presentation  will  be  abbreviated  to  concen- 
trate on  the  intent  of  Congress  with  respect  to  the  training  activi- 
ties of  centers  .  .  .  and  on  a  few  Congressional  omissions  which  our 
workgroups  feel  should  be  corrected  through  appropriate  and  "appli- 
cable" recommendations. 

Now,  to  go  back  to  part  (B)  and  consider  it  separately 

•  '  •  (B)  training  programs  for  physicians  and  allied  health  per- 
sonnel in  current  methods  of  diagnosis  and  treatment  of  such  disease, 
disorders,  and  complications,"  ~~~  ~ 

The  narrowest  possible  interpretation  of  these  lines  is  that 
centers  are  to  offer  opportunities  to  practicing  professionals,  i.e., 
the  health  team,  to  improve  their  knowledge,  skills,  and  attitudes 
in  the  recognition  and  management  of  diabetes  and  its  complications 
and  of  related  endocrine  and  metabolic  diseases  and  their  complica- 
tions. 

Training  opportunities  or  programs  .  .  .  and  I  suppose  now  we  are 
talking  about  what  often  goes  by  the  name  of  "Continuing  Education" 
in  many  medical  schools  .  .  .  such  programs  can  be  provided  either 
within  the  physical  confines  of  the  medical  center  or  outside  —  an 
out-reach  program  into  the  city,  state  or  surrounding  region.   The 
presumption  is  that  either  or  both  fall  within  the  intent  of  centers' 
functions  as  seen  by  Congress. 

Within  the  medical  center,  such  programs  are  offered  either  to 
the  individual  or,  more  likely,  to  groups  ...  and  with  groups,  they 
may  take  the  form  of  a  one  or  two  day  symposium,  a  course  of  instruc- 
tion over  one  to  five  days,  or  a  running  course  of  instruction  over 
six  to  12  months.   Virtually  all  combinations  have  been  tried  at  one 
time  or  another  in  various  medical  centers  across  the  country  . 
and,  one  might  add,  with  varying  degrees  of  success  .... 

The  major  problem  with  continuing  education  as  the  Centers  Work- 
groups see  it  .  .  .  and  here,  my  remarks  are  restricted  to  the  prac- 
ticing physician  .  .  .  the  problem  is  the  practitioner  and  not  the 
program.   And  the  problem  begins  early  in  his  medical  school  experi- 
ence.  The  student  is  exposed  to  crisis  medicine  .  .  .  the  management 
of  acute  medical  problems  .  .  .  rather  than  to  health  maintenance 
or  preventive  medicine  or  chronic  care  or  whatever  it  should  be 
called.   The  student  finds  crisis  medicine  exciting  and  interesting  .  , 
and  he  carries  this  interest  into  his  subsequent  practice  of  medi- 
cine.  Then,  the  busier  he  becomes,  the  more  crisis-oriented.   Let 
me  give  you  a  personal  experience: 
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At  the  request  of  a  practitioner  some  fifty  miles  removed 
from  Nashville,  I  drove  down  to  consult  on  a  patient  in 
serious  trouble  with  diabetes.   (This  would  be  called  "an 
out-reach  program  on  a  one-to-one  basis"  in  education  jar- 
gon .  .  .  .)   After  the  consultation,  an  appropriate 
course  of  action  was  agreed  upon  and  the  necessary  orders 
were  written.   Then,  my  friend  offered  a  cup  of  coffee. 
Although  I  didn't  say  it,  I  had  decided  that  the  patient 
would  not  have  gotten  into  trouble  if  her  doctor  had 
known  a  little  more  physiology  and  pathophysiology  of 
diabetes.   So,  I  started  drawing  a  small  diagram  —  a 
metabolic  map  —  ...  and  my  friend  interrupted  with 
the  comment:   "Look,  I'm  tired,  I  haven't  gotten  any 
sleep  in  thirty  hours,  and  here  you  are  trying  to  give 
me  a  course  in  biochemistry.   All  I  wanted  you  to  do  was 
to  tell  me  how  to  save  that  woman's  life  .  .  .  . "  Now, 
that's  what  I  mean  by  "crisis  orientation." 
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Practitioners  are  busy  .  .  .  and  tired  ...  so  busy,  in  fact, 
that  many  of  them  just  do  not  have  time  to  return  to  the  medical 
school  or  university  center  or,  in  this  case,  the  diabetes  research 
and  training  center  for  a  refresher  course.   And,  even  if  he  took  the 
time,  the  practitioner  is  usually  interested  in  the  solution  to  an 
immediate  and  real  problem  rather  than  to  theoretic  problems,  whether 
related  to  diabetes  or  not.   In  the  out-reach  situation  .  .  .  rounds 
in  the  local  hospital  with  several  doctors  .  .  .  ,  one  practitioner 
may  take  a  little  nap  until  it  comes  time  to  talk  about  his  own 
patient.   In  a  word,  the  problem  is  motivation  .  .  .  and  this  is  a 
topic  which  Dr.  Haddock  will  address  in  her  report  to  the  Commission. 
And  it's  the  hardest  problem  of  all. 

If  the  problem  goes  back  to  the  medical  school,  then  it  seems  that 
the  long-term  solution  is  also  there  in  the  medical  school.   If  our 
eventual  objective  is  to  have  more  doctors  in  this  country  interested 
in  diabetes  and  proficient  in  its  management,  then  any  sound  long- 
range  plan  must  include  the  medical  student  and  that  plan  should  start 
with  the  freshman  medical  student  who  is  receptive. 

The  Commission  has  heard  public  testimony  from  a  medical  student. 
His  appeal  had  to  do  with  the  question  of  diabetes  manpower  for  the 
future,  particularly  in  research,  and  he  urged  the  Commission  to  con- 
sider the  medical  student  in  its  long-range  plan.   The  Centers  Work- 
groups would  like  to  endorse  that  appeal  but  have  the  Commission  con- 
sider it  in  a  broader  context.   whether  it  is  research  in  diabetes, 
or  the  treatment  of  the  diabetic,  or  education  of  workers  in  either 
area,  the  medical  student  is  a  major  source  of  the  manpower  required 
for  all  three  jobs. 
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So,  it  is  the  recommendation  of  our  Workgroups  that  centers  should 
have  training  programs  which  include  the  medical  student  .  .  .  and, 
for  that  matter,  students  in  any  of  the  allied  health  fields  with 
diabetes  interests  and  involvement  .  .  .  and  that  this  function  (B) 
of  centers  should  either  be  so  interpreted  or,  alternatively,  that 
the  charge  should  be  rewritten  as  follows:   "(B)  education  and  train- 
ing programs  for  physicians  and  allied  health  personnel  and  students- 
in-training  in  either  or  both  categories  ....*'   It  is  not  to  be 
implied  here  that  students  themselves  should  be  supported  with  federal 
funds  but  that  programs  including  them  should  be  eligible  for  core 
support  from  center  grants. 

Now,  to  return  briefly  to  the  subject  of  practitioners  and  con- 
tinuing education.   A  great  deal  of  time,  effort,  and  money  has  been 
expended  in  the  past  decade  on  continuing  education.   This  was  one  of 
the  main  objectives  of  the  Regional  Medical  Programs,  and  that  was  an 
era  of  federal  involvement  with  financial  support  of  such  education. 
Now,  the  burden  of  support  is  largely  being  assumed  by  pharmaceutical 
houses,  either  directly  through  sponsorship  of  various  symposia,  or 
indirectly  through  donations  to  universities  to  support  their  continu- 
ing education  programs.   With  that  much  time,  effort,  and  money  .  .  . 
and  a  decade  of  experience,  there  should  be  some  information  available 
on  the  cost-effectiveness  of  such  endeavors.   So  far,  we  have  not  un- 
covered much  useful  information  in  this  connection  but  anticipate 
continuing  the  search  with  the  help  of  the  Subcommittee  on  Education 
or  any  member  of  the  Commission  who  can  guide  us.   A  discussion  in 
this  area  with  the  full  Commission  should  precede  any  solid  conclu- 
sions regarding  the  extent  to  which  new  training  programs  in  this 
field  should  be  implemented,  either  with  respect  to  centers  or  any 
other  part  of  the  long-range  plan. 

Before  leaving  this  subject,  it  should  be  recognized  that  centers 
with  their  clinical  training  programs  for  practitioners  will  probably 
play  a  small,  though  significant,  role  in  the  overall  national  plan 
to  improve  the  quality  of  health  care  given  the  diabetic  .  .  .  and, 
here  again,  the  reports  from  Drs.  Haddock  and  Etzwiler  should  put 
centers  in  proper  perspective. 

"Training  programs  for  physicians  ..."  must  also  be  interpreted 
to  include  physicians  who  are  still  in  training,  i.e.,  the  intern, 
resident,  and  postdoctoral  fellow  or  trainee.   Centers  can  and  should 
play  a  major  role  in  the  training  of  such  groups.   And,  parentheti- 
cally, it  is  much  easier  to  plan  such  programs,  to  carry  them  out, 
and  probably  even  to  evaluate  their  effectiveness  than  with  the 
previous  program  under  consideration.   With  respect  to  fellowships 
or  traineeships,  once  the  present  confrontation  between  the  federal 
sector  and  academic  institutions  is  resolved,  centers  can  implement 
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and  assume  a  significant  responsibility  in  providing  training  in 
diabetes  and  related  endocrine  and  metabolic  disorders. 

Now,  to  the  question  of  allied  health  personnel.   Our  firm  belief 
in  the  team  approach  .  .  .  the  "team  concept,"  if  you  will  .  .  .  im- 
plies that  most  if  not  all  of  the  above  comments  should  apply  equally 
well  to  the  full  cadre  of  health  professionals.   Here,  I  would  like 
to  interject  a  personal  observation,  somewhat  of  a  philosophical 
nature,  and  that  is  .  .  .  the  newer  a  professional  group  in  terms  of 
organization  and  recognition  as  health  professionals,  the  more  en- 
thusiastic, receptive,  and  motivated  the  group  seems  to  be  .  .  .  . 
It  is  so  easy  and  satisfying  to  put  on  a  training  program  for  dieti- 
tians.  In  fact,  they  insist  on  being  included  in  every  activity 
and  they  come  ...  in  droves  ...  to  research  seminars,  or  whatever, 
as  long  as  the  topic  is  diabetes.   The  new  breed  of  nurse  clinicians 
or  nurse  practitioners  or  whatever  they  are  called  .  .  .  and 
Dr.  Haddock's  group  is  also  addressing  that  problem  .  .  .  these  nurses 
are  exceptionally  motivated  as  a  group.   And  that  is  the  group  where 
our  broader  efforts  in  improving  health  care  delivery  might  well 
focus.   Training  .  .  . 
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"In  current  methods  of  diagnosis  and  treatment  of  such  disease, 
disorders,  and  complications  ..."  This  has  already  been  discussed 
earlier  in  the  context  of  research  and,  again,  the  same  broad  inter- 
pretations should  apply.   For  the  practitioner,  one  area  of  emphasis 
to  be  included  is  when  not  to  do  a  glucose  tolerance  test!   It  is 
envisioned  that  some  centers  will  concentrate  in  one  area  of  endocrine 
and  metabolic  disorders  while  other  centers  will  have  differing  endo- 
crine and  metabolic  interests.   The  intent  of  the  section  here  is 
that  all  of  them  should  have  programs  in  diabetes  as  well. 

Before  turning  to  the  last  of  the  three  charges,  one  comment  must 
be  made  on  the  training  environment  of  the  institution  housing  the 
center.   No  mention  has  been  made  thus  far  of  the  patient,  the  diabetic 
himself,  in  all  these  training  activities  for  physicians  and  allied 
health  professionals.   One  of  the  best  ways  to  teach  is  to  show  how 
to  do  something  .  .  .  and  many  of  our  consultants  feel  that  centers 
must  have  model  demonstration  units  in  which  the  team  approach  to 
diabetes  management  can  be  observed  in  action.   None  of  these  con- 
sultants has  suggested  that  NIH  funds  should  be  used  for  direct 
patient  care  but  they  feel  there  is  justification  for  the  support  of 
key  training  personnel,  either  partial  or  full,  who  staff  these 
demonstration  units  ...  and  who  design  and  carry  out  training  pro- 
grams for  health  professionals.   These  consultants  have  asked  that 
such  proposal  be  brought  to  the  Commission,  through  the  Commission  to 
NIAMDD  because  this  does  not  require  other  than  formal  endorsement 
from  the  Commission  before  such  could  be  incorporated  into  NIAMDD 
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guidelines  for  the  centers  program.   There  is  nothing  in  that  proposal 
contrary  to  the  intent  of  Congress  or  the  new  authority  given  NIAMDD. 

Now,  for  the  last  of  the  three  charges  to  centers: 


"Each  center 


shall 


(2)  conduct 


(C)  information  pro- 


grams for  physicians  and  allied  health  personnel  who  provide  primary 
health  care  for  patients  with  such  disease,  disorders,  or 
Complications. " 


The  only  part  of  this  sentence  we  have  not  covered  exhaustively 
before  is  the  expression  "information  programs."  Here  again,  the 
intent  is  to  provide  the  health  team  with  support  services  in  the 
form  of  "information  programs."   It  is  another  form  of  "continuing 
education"  as  well  ....   Call  it  "continuing  education  with  crisis- 
orientation."  This  is  a  fertile  field  for  innovation,  for  new  ideas 
in  trying  to  meet  the  needs  of  the  health  team.   Let  me  mention  just 
a  few  of  the  possibilities. 

The  best  example  is  the  telephone  consultation  service  started  at 
the  University  of  Alabama  School  of  Medicine  in  Birmingham,  on  a 
pilot  basis,  for  practicing  physicians  in  the  surrounding  several  coun- 
ties.  There  was  some  difficulty  initially  in  deciding  upon  a  name 
for  this  new  service.   "Physicians  Information  Service  by  Telephone" 
was  the  first  proposal  but  there  was  a  problem  with  the  acronym  .  .  .  . 
Instead,  it  was  decided  to  call  it  "MIST"  meaning  "Medical  Information 
Service  by  Telephone."   Such  service  was  not  restricted  to  diabetes 
but  included  all  branches  of  medical  practice.   When  last  heard  from, 
this  service  was  still  going  strong  and  had  received  enthusiastic 
response  from  the  physicians  it  supported.   It  doesn't  cost  much 
either. 

Other  examples  of  "information  programs"  include  the  various 
casette  tapes,  slides,  movies,  sound-slide  systems,  programmed  learn- 
ing courses,  monographs  ...  the  list  is  long  and  limited  only  by 
the  imagination.   Most  of  these  have  been  designed  and  distributed 
by  pharmaceutical  houses,  occasionally  with  no  mention  of  their 
product.   And,  while  we  are  on  the  subject,  the  "detail  man,"  the 
ubiquitous  drug  salesman,  who  sees  every  practitioner  in  the  country, 
can  function  as  an  "information  service"  and  is  a  potential  resource 
we  should  not  overlook.   The  local  pharmacist  is  another  .  .  .  but 
probably  this  is  not  exactly  what  Congress  had  in  mind. 

Closed-circuit  TV  throughout  a  geographic  region  is  another 
example  of  "information  programs"  but  this  has  not  proved  as  success- 
ful as  predicted.   It  is  not  "crisis-oriented"  enough.   Another 
interesting  example  is  the  programmed  computer  which  can  carry  on  a 
dialogue  with  you  about  your  patient  in  diabetic  coma.   After  entering 


67 


i 


s 

=3 


J 
3 


data  from  the  history,  physical  examination,  and  the  laboratory,  the 
computer  pauses,  then  asks  .  .  .  "Did  you  forget  to  enter  the 
potassium  value  or  did  you  forget  to  ask  the  lab  to  run  the  test?" 
And  so  on  .  .  .  it's  an  instant,  interesting,  and  intellectually 
stimulating  way  to  learn  ...  a  way  to  get  help  when  you  are  the 
primary  physician.   Clearly,  this  is  more  useful  within  the  center 
confines  but,  there,  it  is  the  center  of  attention. 

Another  suggestion  from  our  consultants  is  that  centers  have  an 
identifiable  area  where  some  of  these  information  services  can  be 
demonstrated,  where  information  materials  can  be  prepared  for  distri- 
bution throughout  the  geographic  region  ...  a  repository  of  teach- 
ing and  educational  materials.   Call  it  a  "Learning  Resources 
Laboratory"  or  whatever  .  .  .  and  this  function  of  the  center  would 
be  interdigitated  with  the  efforts  of  the  National  Library  of  Medi- 
cine (NLM)  (NIAMDD's  monthly  Diabetes  Literature  Index  is  derived 
from  NLM's  holdings),  the  American  Diabetes  Association,  the 
Juvenile  Diabetes  Foundation,  pharmaceutical  houses,  and  whatever 
groups  are  involved  in  the  preparation  of  educational  materials  and 
services  for  physicians,  patients,  their  families,  and  the  general 
public.   Dr.  Haddock  and  some  of  her  consultants  will  have  more  to  say 
on  these  broad,  coordinating  efforts. 

To  finish  this  paragraph  now: 

"Insofar  as  practicable,  centers  developed  or  expanded  under  this 
section  shall  be  located  geographically  on  the  basis  of  population 
density  throughout  the  United  States  and  in  environments  with  proven 
research  capabilities. " 

Congress,  I  believe,  is  asking  here  that  if  two  institutions  apply- 
ing for  such  a  centers  grant  have  absolutely  comparable  programs  and 
plans  with  respect  to  research  excellence,  innovative  approaches  to 
the  training  component,  and  effective  ideas  for  information  services 
.  .  .  that  the  choice  be  made  in  favor  of  that  institution  serving 
the  larger  population,  or  at  least  the  potential  of  serving  the 
larger  population.   There  is  a  qualification  at  the  beginning  of  the 
sentence  ("insofar  as  practicable  .  .  .  ")  and  another  at  the  end 
("and  in  environments  with  proven  research  capabilities.").  No  sen- 
tence could  be  made  softer  than  this,  and  Congress  certainly 
appreciates  that  research-and-whatever  centers  have  to  be  located 
where  the  research  is. 

Without  belaboring  the  point  now,  some  efforts  are  under  way  in 
the  Subcommittee  on  Education  to  produce  a  map  showing  the  distri- 
bution of  people  and  services  in  this  country.   Some  consideration 
is  also  being  given  to  the  PSRO  areas  and  the  health  services  areas 
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as  guides  for  the  location  of  center  programs, 
about  this  in  the  final  report  on  centers. 


More  is  to  be  said 


Only  a  brief  comment  needs  to  be  made  on  the  remaining  parts  of 
Section  5  (Subsections  (b)  and  (c)): 

(b)  The  Secretary  shall  evaluate  on  an  annual  basis  the 
activities  of  centers  developed  or  expanded  under  this 
section  and  shall  report  to  the  Congress  (on  or  before 
June  30  of  each  year)  the  results  of  his  evaluation. 

If  the  date  "June  30"  is  intended  to  be  the  end  of  the  federal  fiscal 
year,  then  that  should  be  changed  to  read  "September  30"  to  comply 
with  the  recent  change;  and  the  Commission  might  so  recommend  to 
Congress. 

(c)  There  are  authorized  to  be  appropriated  to  carry  out 
this  section  $8,000,000  for  fiscal  year  ending  June  30, 
1975,  $12,000,000  for  fiscal  year  ending  June  30,  1976, 
and  $20,000,000  for  fiscal  year  ending  June  30,  1977. 

Again,  June  30,  1975,  is  already  past;  it  is  unlikely  that  the  fiscal 
year  ending  in  September  1976  will  be  involved  with  respect  to  bud- 
gets; but  the  date  June  30,  1977  should  be  changed  to  September  30, 
1977,  in  keeping  with  the  recent  change  in  the  federal  fiscal  year. 

Comments  on  the  amounts  authorized  for  appropriation  will  be 
reserved  for  the  concluding  comments  with  respect  to  recommendations 
from  the  Centers  Workgroups. 
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V .   GENERAL  COMMENTS,  CONCLUSIONS,  AND  GENERAL 
AND  SPECIFIC  RECOMMENDATIONS 


Consideration  was  given  in  the  several  workgroups  to  what  has  been 
alluded  earlier  in  this  report  as  the  "ABC"  question: 


i 
it 
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§ 
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A.  Research 

B.  Education 

C.  Treatment 

and  their  various  permutations  and  combinations.   It  is  probable  that 
some  of  these  discussions  were  predicated  on  less  than  full  appreci- 
ation of  the  wording  in  Section  5  of  the  Act.   The  following  is  an 
attempt  to  summarize  the  consensus. 

First,  for  the  combination  ABC:   that  is  the  recommendation  pre- 
sented in  this  report  with  the  reservation  that  C  should  imply  neither 
a  massive  health-care  delivery  system  supported  by  the  NIH  nor  involve 
direct  patient  costs  solely  for  treatment.   C  here  means  support  of 
key  personnel  who  perform  both  B  and  C  functions  of  the  envisioned 
centers. 

Next,  for  the  combination  AB:   this  is,  in  the  most  literal  sense, 
the  intent  of  Congress  in  this  Section  of  the  Act.   That  C  was  not 
expressly  included  perhaps  reflects  the  wisdom  of  Congress  at  a  time 
when  the  issues  related  to  national  health  delivery  systems  are  being 
so  widely  debated. 

As  for  any  other  combination,  each  workgroup  has  concluded  that 
centers  supported  by  NIH  must  include  A.   A  is  therefore  regarded  as 
sine  qua  non,  and  an  example  of  A  is  the  current  "core  centers" 
program  of  NIAMDD. 

As  for  B  alone  or  C  alone  or  the  combination  BC,  the  consensus 
has  been  that,  while  such  may  be  needed  in  the  long-range  plan,  none 
of  these  should  be  supported  directly  and  exclusively  by  NIH.   If 
such  are  envisioned,  they  should  either  be  out-reach  programs  of  the 
ABC  center  or  integrated  parts  of  a  consortium  ABC  center.   In  the 
Committee  on  Education  and  Treatment,  I  am  sure  these  points  are 
under  consideration,  and  plans  are  being  generated  which  do  not 
involve  NIH  support.   This  question  will  also  be  considered  in  depth 
by  the  newly  formed  workgroup  led  by  Dr.  Field  which  is  to  look  further 
into  the  role  of  the  Center  for  Disease  Control  in  the  long-range  plan. 
The  Center  Workgroups  will  happily  receive  any  comments  or  suggestions 
from  any  of  those  groups  with  respect  to  what  roles  they  feel  centers 
as  described  here  can  play,  in  anticipation  of  the  final  report  to  the 
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Commission.   All  ensuing  Committee  reports  will  be  heard  with  that 
purpose  in  mind. 


A.   GENERAL  RECOMMENDATIONS  TO  THE  NATIONAL  COMMISSION  ON  DIABETES 

1.  The  individual  research  grants  program  of  the  NIH  with  its  peer 
review  system  is  considered  the  very  strength  of  this  nation's 
research  effort  and  should  be  preserved  and  protected  to  the 
exclusion  of  any  and  all  other  programs  which  might  reduce  or 
otherwise  compromise  funds  for  such  program. 

2.  The  current  "core  center"  concept  of  research  funding  within 
NIAMDD  is  endorsed  and  recommended  for  continuing  support  by 
NIAMDD. 

3.  The  Commission  (and  specifically  the  Committee  on  Research,  i.e., 
Etiology-Pathogenesis)  should  give  some  consideration  to  other 
types  of  specialized  centers  for  research  support.   The  same 
recommendation  applies  to  specialized  centers  for  training  support 

4.  The  Commission  should  include  in  its  long-range  research  plan  a 
statement  to  the  effect  that  clinical  research  should  enjoy  the 
same  status  as  basic  research  in  the  eyes  of  the  peer  reviewer, 
assuming  that  both  have  comparable  scientific  merit. 


B.   SPECIFIC  RECOMMENDATIONS  TO  THE  NATIONAL  COMMISSION  ON  DIABETES 

1.  The  Commission  in  its  long-range  plan  and  its  coordinated  research 
program  should  consider  the  important  role  which  "Diabetes  Research 
and  Training  Centers"  can  play  in  satisfying  the  objectives  indi- 
cated in  Item  (6)  on  Page  3  of  the  Act,  which  states: 

(6)  the  education  and  training  of  scientists,  clin- 
icians, educators,  and  allied  health  personnel  in 
the  fields  and  specialties  requisite  to  the  conduct 
of  programs  respecting  diabetes  mellitus; 

2.  The  Commission  should  consider  the  plan  for  "Diabetes  Research  and 
Training  Centers"  as  defined  in  the  Act  and  as  here  interpreted  to 
be  meritorious,  sound,  and  workable.  The  Commission  should  recom- 
mend its  implementation. 

3.  The  Commission  should  provide  aid  and  assistance  to  the  Work- 
groups on  Centers  with  respect  to  the  question  of  authorization 
within  HEW  for  "Diabetes  Research  and  Training  Centers."  Such 
clarification  is  essential  before  planning  can  proceed  either  on 
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our  part  or  on  the  Commission's.   If  the  authority  is  not  now 
established,  the  Commission  may  want  to  recommend  to  the  Secretary 
in  this  regard.   Such  recommendation  designating  NIAMDD  would  not 
be  illogical  in  the  opinion  of  the  Workgroups  on  Centers. 

4.  The  Commission  should  recognize  that  the  ideal  "Diabetes  Research 
and  Training  Center"  should  have  a  comprehensive  and  coordinated 
program  in  research,  education,  and  treatment.   The  research 
should  encompass  both  basic  and  clinical  investigation,  each  com- 
plementing the  other,  and  be  of  the  highest  possible  quality; 

its  eventual  objective  should  be  the  cure  and  prevention  of  dia- 
betes.  Education  should  be  directed  at  all  levels  and  all  members 
of  the  health  team;  and  its  objective  should  be  the  generation  of 
enough  competent  health  professionals  to  satisfy  regional  needs. 
Treatment  should  also  be  of  the  highest  quality  and  should  also 
have  a  large  educational  component,  for  the  patient,  too,  is  a 
member  of  the  health  team;  its  objective  should  be  the  improvement 
in  the  quality  of  life  for  the  diabetic  while  he  awaits  the  cure 
and  prevention  of  diabetes. 

5.  The  Commission  should  consider  the  concept  of  "core  research  sup- 
port" to  be  meritorious  and  applicable  to  the  "Diabetes  Research 
and  Training  Centers"  as  well.   The  alternative  is  full  research 
support  for  such  a  Center's  program  with  distribution  of  funds  at 
the  local  level.   The  Workgroups  on  Centers  feel  the  first  of 
these  preferable,  though  this  should  receive  discussion  by  the 
full  Commission,  prior  to  the  final  report  from  the  Centers 
Workgroup. 

6.  The  Commission  should  consider  the  concept  of  "core  support" 
equally  applicable  to  the  envisioned  training  activities  of  these 
"Centers"  as  well  as  the  proposed  information  programs  for  such 
"Centers."  With  respect  to  the  treatment  component  of  "Centers," 
it  is  anticipated  that  the  same  personnel  ("key  training  person- 
nel") will  fulfill  that  role  as  well. 

7.  The  Commission  should  consider  the  desirability  of  including  in 
the  "Diabetes  Research  and  Training  Centers"  program  model  demon- 
stration units  in  which  the  team  approach  to  diabetes  management 
can  be  observed  in  action  as  a  reasonable  training  program. 

The  Commission  should  also  consider  the  desirability  of  includ- 
ing in  the  "Diabetes  Research  and  Training  Centers"  program  the 
suggestion  (or  requirement)  that  such  Centers  have  an  identifiable 
space  where  some  of  the  information  programs  can  be  prepared  and 
demonstrated.   Such  space  could  be  called  "The  Learning  Resources 
Laboratory"  or  "Learning  Resources  Library"  of  the  Center,  which- 
ever is  appropriate. 
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(Mention  has  not  been  made  in  this  preliminary  report 
to  date  about  the  potential  and  real  problems  between 
"centers"  of  any  kind  and  their  housing  academic  insti- 
tutions.  A  thoughtful  statement  on  this  subject  has 
been  prepared  by  one  of  the  consultants  to  the  Work- 
groups on  Centers,  Dr.  Russell  Ross,  which  is  included 
in  the  appendix  to  this  report.   It  might  provide  some 
guidelines  in  the  creation  of  new  centers  within  the 
present  or  future  programs.) 


10. 


The  Commission  should  consider  as  a  reasonable  estimate  of  the 
number  of  "Diabetes  Research  and  Training  Centers"  based  on  esti- 
mates of  current  and  prospective  manpower  availability  to  be 
approximately  fifteen  (15)  geographically  distributed  over  the 
country. 

The  Commission  should  consider  as  a  reasonable  estimate  of  the 
budgetary  requirements  of  such  "Diabetes  Research  and  Training 
Centers"  to  be  in  the  range  of  $500,000  to  $1,000,000  —  direct 
costs  —  per  year  per  Center  —  in  1975  equivalents. 

The  Commission  should  include  in  its  long-range  plan  these  esti- 
mates with  the  objective  to  reach  the  goal  of  15  centers  incre- 
mentally over  a  three-  to  five-year  period. 
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APPENDIX  E 

Preliminary  Report  of  the 

Workgroup  on  Diabetes  Research  and  Training  Centers 
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I.   INTRODUCTION 


At  the  previous  meeting  in  Chicago  on  August  5,  1975,  the  Commission 
was  presented  a  preliminary  report  on  Diabetes  Research  and  Training 
Centers.   Its  purpose  was  to  provide  the  Commission  with  an  analysis  of 
that  portion  of  Public  Law  93-354  dealing  with  Centers  in  the  effort  to 
achieve  unanimity  among  the  Commission  with  respect  to  (1)  interpretation 
of  Congressional  intent,  and  (2)  the  envisioned,  general  functions  of 
this  proposed  Centers  program. 

Following  that  report  in  Chicago,  there  ensued  an  extended  and  active 
discussion  on  the  Centers  concept  and,  with  minor  exception,  the  Com- 
mission did  seem  to  express  general  agreement  on  the  purpose  and  function 
of  the  Centers.   This  interim  report  now  should,  therefore,  be  considered 
a  supplement  to  that  report.   It  begins  with  a  brief  consideration  of  the 
question  of  authority  within  HEW  for  this  program,  and  it  ends  with  a 
somewhat  more  detailed  budgetary  recommendation.   In  between,  the  Center 
program  is  summarized  in  synopsis  form,  preceded  by  a  general  comment  on 
the  need  for  flexibility  in  design  of  health-related  programs  and  in  the 
recommendations  to  issue  from  the  Commission. 
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II.   THE  QUESTION  OF  AUTHORITY  AND  ITS  ANSWER 


In  analyzing  the  statutory  language  of  the  Act's  paragraph  on 
centers,  the  question  was  raised  as  to  which  agency  of  the  federal 
government  is  specifically  authorized  to  implement  the  centers  program. 
(See  page   of  the  Preliminary  Report  on  Diabetes  Research  and  Training 
Centers.)   The  Workgroup  on  Centers  had  initially  assumed  that  NIAMDD 
was  vested  with  this  new  authority,  but  further  study  raised  doubt  as  to 
the  validity  of  that  assumption.   Request  was  thus  made  of  your  Chairman 
to  provide  assistance  in  resolving  the  question.   This  was  done  with 
the  help  of  counsel  and  through  a  thorough  review  of  the  legislative 
history  of  P.L.  93-354,  as  referenced  at  the  end  of  the  Act. 

This  legislative  history  demonstrates  the  clear  intent  of  Congress 
not  to  specify  NIAMDD  as  the  agency  for  the  Centers  program,  but  to  leave 
that  decision  to  the  Secretary  of  HEW  based  upon  recommendations  of  the 
National  Commission  on  Diabetes.   First,  a  review  of  the  legislative 
history  and  then  an  explanation  for  the  change  in  authority  as  the  bill 
evolved.  .  .  . 
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In  its  first  form  as  presented  in  S.  17  by  Senator  Schweiker  on 
January  4,  1973,  the  paragraph  on  centers  (or  more  accurately,  "clinics") 
began  as  follows: 

DIABETES  RESEARCH,  TREATMENT,  AND  EDUCATION  CLINICS 

Sec.  439.  (a)  The  Director  is  authorized  to  establish  not 
more  than  six  model  diabetes  research,  treatment,  and 
education  clinics  throughout  the  United  States  within 
the  framework  of  existing  programs.  .  .  . 
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It  went  on  to  explain. 


DEFINITIONS 


Sec.  440.   For  the  purpose  of  this  part  the  term  — 
(1)  'Director'  means  the  Director  of  the  National 
Institute  of  Arthritis,  Metabolism,  and  Digestive 
Diseases.  .  .  . 


Senator  McGee's  bill  (S.  648)  was  introduced  on  January  31,  1973, 
with  the  following  wording: 

NATIONAL  RESEARCH  AND  DEMONSTRATION  CENTERS  FOR  DIABETES 

Sec.  437.  (a)  (1)  The  Director  of  the  National 
Institute  of  Arthritis,  Metabolism,  and  Digestive 
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Diseases  may  provide  for  the  development  of  not  less 
than  fifteen  centers  for  basic  and  clinical  research 
into,  training  in,  and  demonstration  of  advanced 
diagnostic,  prevention,  and  treatment  methods  for 
diabetes.  .  .  . 

Besides  the  delegation  of  authority  in  this  introduction,  the  expression 
"may  provide"  indicates  that  the  authority  is  discretionary,  i.e.,  NIAMDD 
is  not  directed  by  Congress  to  establish  centers.   Later,  you  will  see 
that  this  was  changed  in  the  final  bill  before  its  enactment.  You  might 
also  note  the  difference  here  between  the  numbers  of  centers:   the  first 
Senate  bill  specified  "not  more  than  six"  while  the  second  specified  "not 
less  than  fifteen  centers." 

In  the  House,  Congressman  Vander  Jagt's  bill  (H.R.  4882)  was  intro- 
duced on  February  27,  1973,  and  its  centers  paragraph  is  identical  to  the 
above  (S.  648). 

A  significant  change  then  followed  with  the  introduction  of  the 
clean  bill  before  the  Senate  (S.  2830)  on  December  19,  1973,  again  by 
Senator  Schweiker.   These  changes  followed  public  hearings  in  which  many 
of  you  actively  participated. 

As  an  aside,  it  should  be  mentioned  that  Mrs.  Ducat,  in  her  testimony 
before  the  Subcommittee  on  Health  of  the  Senate's  Committeee  on  Labor  and 
Public  Welfare,  used  the  expression  "RERT  centers"  meaning  "Regional 
Education,  Research,  and  Treatment  Centers,"  but  it  seems  that  the  acronym 
didn't  achieve  instant  popularity.  .  .  .  The  clean  bill  used  the  following 
language: 

NATIONAL  DIABETES  RESEARCH  AND  TRAINING  CENTERS 

Sec.  438.  (a)  The  Director  of  the  National  Institute 
of  Arthritis,  Metabolism,  and  Digestive  Diseases,  under 
policies  established  by  the  Director  of  the  National 
Institutes  of  Health  and  after  consultation  with  the 
Advisory  Council  (established  under  section  434  (b)) 
and  consistent  with  the  recommendation  of  the  task 
force,  will  provide  for  the  development  of  research 
and  training  centers.  .  .  . 

rhe  expression  "task  force"  is  the  forerunner  of  the  name  "National 
commission  on  Diabetes"  which  was  suggested  by  Mr.  Stenzler.  In  any 
:ase,  here  the  authority  remains  with  NIAMDD  but  qualifies  it  by  in- 
cluding both  the  Advisory  Council  and  the  Commission. 

The  Senate  REPORT  93-653  accompanying  S.  2830  from  Senator  Kennedy 
and  the  Committee  on  Labor  and  Public  Welfare  confirmed  the  above  without 
further  elaboration. 
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In  the  House,  the  clean  bill  (H.R.  12417),  introduced  by  Congressman 
Rogers  on  January  30,  1974,  contained  the  key  change  in  authority  from 
NIAMDD  to  the  Secretary  of  HEW: 

DIABETES  RESEARCH  AND  TRAINING  CENTERS 

Sec.  435.  (a)  The  Secretary  may  provide  for  the 
development,  or  substantial  expansion,  of  centers 
for  research  and  training.  .  .  . 

Again,  the  House  REPORT  93-894  accompanying  the  clean  bill  did  not 
elaborate  on  this  change  of  authority  beyond  mentioning  it.   This  report 
appeared  on  March  12,  1974,  from  Congressman  Staggers  and  the  Committee 
on  Interstate  and  Foreign  Commerce. 

Finally,  the  House  CONFERENCE  REPORT  (H.R.  93-1147  dated  June  25, 
1974)  retained  the  authority  in  the  office  of  the  Secretary  but  added 
two  significant  changes : 

DIABETES  RESEARCH  AND  TRAINING  CENTERS 
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Sec.  435.  (a)  Consistent  with  applicable  recom- 
mendations of  the  National  Commission  on  Diabetes, 
the  Secretary  shall  provide  for  the  development,  or 
substantial  expansion,  of  centers  for  research  and 
training.  .  .  . 

From  the  Senate  version,  the  Commission's  role  is  asserted;  from  the 
House  bill,  the  authority  resides  in  the  Secretary;  but  entirely  new  is 
the  use  of  the  third  person  imperative:   "...  the  Secretary  shall  pro- 
vide. .  .  ."  Here,  any  question  of  discretionary  action  on  the 
Secretary's  part  is  removed.   He  is  directed  by  the  Congress  to  implement 
the  centers  program  of  the  Act,  and  he  must  do  so,  assuming  that  appropri- 
ations for  the  program  are  made  by  Congress. 


i 


Here  then,  three  alternatives  are  available  to  the  Commission: 

1)  Recommend  that  the  Secretary  implement  forthwith  the  Act's 

section  on  centers  and  this  would  place  the  decision  and  responsi- 
bility directly  upon  the  Secretary  as  to  which  of  his  agencies 
would  coordinate  the  program; 


2)  Recommend  to  the  Secretary  that  a  specific  agency  within  HEW  as 
designated  by  the  Commission  be  charged  with  the  responsibility 
to  implement  the  Act's  section  on  centers;  or 

3)  Recommend  that  the  Secretary  create  a  new  agency  within  HEW 
specifically  charged  with  the  responsibility  to  implement  the 
Act's  section  on  centers. 
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The  last  of  these  three  alternatives  implies  the  creation  of  a 
separate  and  independent  "National  Institute  of  Diabetes  and  Endocrine 
Diseases,"  a  possibility  which  has  been  discussed  by  a  very  few  of  the 
consultants  in  the  Workgroups  on  Centers  and  in  at  least  one  other 
Workgroup  to  the  Commission.   This  third  alternative  is  probably  the 
least  wise  of  the  three.  .  .  for  it  substitutes  more  bureaucracy  rather 
than  utilizing  existing  agencies  to  better  advantage. 

The  second  of  these  three  alternatives  is  not  unreasonable  and,  if 
elected,  the  agency  specified  should  be  NIAMDD  to  have  the  primary 
responsibility  for  the  center  program. 

The  first  of  these  alternatives  is  the  preferred  one:   leaving  the 
decision  to  the  Secretary.   Very  likely  it  would  be  NIAMDD  anyway  under 
such  circumstances.  .  .  but  it  would  be  his  choice  and  responsibility. 

Now,  to  the  question:   why  did  Congress  decide  to  vest  the  authority 
for  the  Centers  program  in  the  Secretary  of  HEW  rather  than  —  and  more 
narrowly  —  in  NIAMDD?   I  think  the  answer  is  obvious:   Congress  with 
its  farsighted  wisdom  is  giving  the  Commission  the  opportunity  for 
planning,  for  considering  all  options,  and  for  making  recommendations. 
In  a  word,  this  is  flexibility  and  it  is  very  important  in  any  long- 
range  plan.   The  Commission,  too,  should  want  to  incorporate  into  its 
recommendations  sufficient  flexibility  that  the  plan  remains  operational 
rather  than  out-dated. 

In  general,  the  more  specific  a  given  recommendation  is,  the  less 
flexibility  is  incorporated  into  that  recommendation.   Needless  to  say, 
each  recommendation  must  contain  enough  specificity  to  insure  applica-' 
bility  and  utility;  too  little,  and  the  result  is  disquieting  and  dis- 
turbing.  But,  there  is  a  happy  balance.  .  . 

In  the  remainder  of  this  report,  an  effort  is  made  to  respect 
flexibility,  to  describe  the  Centers  program  with  enough  latitude  that 
the  program  may  remain  useful  in  the  Commission's  long-range  plan.  . 
yet  with  enough  specificity  that  it  can  be  accepted  by  the  Commission. 

The  Commission  now,  in  the  course  of  developing  the  long-range  plan 
and  all  the  recommendations,  is  about  ready  to  enter  the  important 
phase  of  extracting  and  abstracting.  .  .  that  process  of  reducing 
enormous  volumes  of  information  and  material  down  to  digestible  portions. 
Concepts,  too,  must  be  defined  in  their  barest  form  --  and  must  be  agreed 
upon  —  before  recommendations  emerge.   For  that  reason  then,  the 
following  description  of  the  Diabetes  Research  and  Training  Centers 
program  is  presented  in  synopsis  form,  in  barest  outline,  for  the 
Commission's  consideration. 
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(Synopsis) 


III.   DIABETES  RESEARCH  AND  TRAINING  CENTERS 


This  new  program,  which  represents  one  facet  of  the  long-range 
plan  of  the  National  Commission  on  Diabetes,  is  authorized  by  Public 
Law  93-354  and  is  to  be  administered  by  the  Secretary  of  Health, 
Education,  and  Welfare. 


I 
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A.   PURPOSE 

Diabetes  Research  and  Training  Centers  are  academically-based  and 
provide  an  organized  structure  for  the  accomplishment  of: 

1)  Basic  research  and  clinical  research  in  diabetes  and  its 
management ; 

2)  Training  of  post-doctoral  fellows  for  research  in  diabetes 
and  its  management; 

3)  Training  of  health  professionals  in  diabetes  and  its  management; 

4)  Training  of  practicing  health  professionals  in  diabetes  and  its 
management  in  the  form  of  continuing  education  and  information 
programs;  and 

5)  A  model  education- treatment  facility  for  the  diabetic  patient 
to  enable  the  accomplishment  of  the  aforementioned  goals. 


B.   DEFINITIONS 


as; 


For  the  purposes  of  this  synopsis,  the  following  terms  are  defined 

1)  "Diabetes"  means  "diabetes  mellitus  and  related  endocrine  and 
metabolic  disorders  and  the  complications  from  such  disease  or 
disorders;" 

2)  "Management"  means  "diagnosis  and  treatment  —  and  the  latter 
implies  education  as  well  —  of  the  diabetic  patient  with  emphasis 
on  the  'team  approach'  in  his  care;" 

3)  "Research"  means  "any  bona  fide  hypothesis-testing  or  careful, 
systematic  study  or  investigation  undertaken  to  establish  facts 
or  principles.   Such  research  may  be  conducted  in  the  fields  of 
biomedical  sciences,  education,  and/or  treatment;" 
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4)  "Training"  means  "the  process  of  training  and  education  of 
professionals ; " 

5)  "Health  professionals"  means  "physicians  and  allied  health 
personnel  and  students  in  either  group;"  and 

6)  "Academically-based"  means  "utilizing  the  facilities  of  a  single 
university-affiliated  medical  center,  or  being  formed  by  a 
consortium  of  cooperating  institutions  including  a  university- 
affiliated  medical  center." 


C.   ELIGIBILITY 

The  institution  or  consortium  of  cooperating  institutions  wishing 
to  qualify  for  this  Centers  program  (and  thus  support)  must  have  either: 

1)  Active  programs  of  quality  in  each  of  the  five  areas  designated 
above  (under  "Purpose")  which,  with  Center  support,  can  be 
substantially  expanded;  or 

2  a)  Active  programs  of  quality  in  one  or  more  of  the  areas 

designated  above  which  can,  with  Center  support,  be  substantially 
expanded,  and 

b)  A  feasible  plan  to  develop  active  programs  of  quality  in  each 
of  the  other  areas  designated  above. 

D.   ITEMS  ELIGIBLE  FOR  CENTER  SUPPORT 

1)  Salary  for  key  professional  personnel  involved  in  research  programs; 

2)  Salary  for  key  health  professionals  involved  in  training  programs; 

3)  Salary  for  administrative  personnel  of  the  Center; 

4)  Supplies,  equipment,  and  materials  for  Center-wide  activities  and 
services; 

5)  New  research  initiatives  on  a  pilot  basis  until  such  programs  or 
projects  mature  to  the  point  of  competing  on  a  nation-wide  level 
for  research  support  through  the  peer  review  system; 

6)  Funds  for  the  development  or  expansion  of  the  Center-based  edu- 
cational facility  for  the  diabetic  patient; 


7)  Patient  care  costs  directly  related  to  research; 
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8)  Travel  costs  directly  related  to  Center  activities  and  services; 
and 

9)  Other  expenses  clearly  specified  and  directly  related  to  Center 
activities  and  services. 


ITEMS  NOT  ELIGIBLE  FOR  CENTER  SUPPORT 

1)  Stipends  for  post-doctoral  trainees; 

2)  Stipends  for  health  professionals-in-training; 

3)  Long-term  support  of  basic  research  or  clinical  research  programs 
or  projects; 

4)  Patient  care  costs  unrelated  to  research;  and 

5)  Diabetes  detection  programs. 


F.   ALTERNATE  SOURCES  OF  SUPPORT  FOR  THOSE  ITEMS  NOT  ELIGIBLE  FOR  CENTER 
SUPPORT 

(To  correspond  numerically  with  the  list  above): 

1)  Individual  post-doctoral  fellowships  and  applicable  training 
grants  or  research  service  awards  from  NIH  and  other  federal  and 
private  sources; 

2)  Allied  health  professionals  training  support  from  agencies  with 
HEW,  state  health  organizations,  and  voluntary  health  agencies; 

3)  Individual  research  grants  and  contracts  of  NIH: 

4)  City,  state,  and  federal  programs  of  health  insurance,  Medicare, 
Medicaid; 

5)  City,  state,  and  federal  programs  and  the  voluntary  health  agencies, 


G.   MISSION  OF  CENTERS 

Diabetes  Research  and  Training  Centers  have  the  dual  mission  of 
contributing  to  the  search  for  the  eventual  cure  and  prevention  of 
diabetes  through  research  and  of  contributing  to  the  improvement  of  the 
quality  of  life  for  the  diabetic  until  that  time  through  research  and 
through  training  of  adequate  numbers  of  qualified  health  professionals 
who  care  for  the  diabetic. 
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To  further  the  second  half  of  this  mission,  Centers  are  encouraged 
to  develop  plans  for  community  and  regional  interaction  (including 
training  and  education  "outreach"  programs)  in  cooperation  with  and 
under  the  guidance  of  the  Center  for  Disease  Control,  and  in  cooperation 
with  relevant  municipal,  county,  and  state  health  agencies  and  medical 
associations,  and  in  cooperation  with  relevant  voluntary  health  agencies. 

Diabetes  Research  and  Training  Centers  are  also  encouraged  to  develop 
a  multiplicity  of  funding  and  financial  support  for  their  various  programs 
through  other  federal  agencies,  state  and  local  sources,  charitable 
donations  and  foundations,  and  third-party  payments  for  patient  care 
services . 

Diabetes  Research  and  Training  Centers  are  not  expected  to  be 
identical  with  respect  to  their  research  and  training  activities  and 
services,  but  they  are  expected  to  share  with  each  other  and  with  the 
diabetes  community  at  large  the  best  that  each  has  to  offer.  All  other 
considerations  being  equal,  the  Centers  are  to  be  geographically  dis- 
persed over  the  United  States  based  on  population  density. 

Although  each  Center  is  to  receive  annual  evaluation  of  its  progress 
toward  the  accomplishment  of  the  mission,  committed  support  for  each 
Center  should  imply  a  period  not  less  than  five  years,  with  competitive 
renewal  thereafter  at  intervals  of  five  years. 


H.   PROJECTED  TIME  TABLE  FOR  IMPLEMENTATION  OF  THE  CENTERS  PROGRAM 


January  1976 


July  1976 

January  1977 
April  1977 
June  1977 
August  1977 


Formulation  of  regulations  and  guidelines  with 
internal  review  by  HEW,  followed  by  publication 
of  these  in  the  Federal  Register  for  public  comments 
and  criticism,  followed  by  final  revision,  review, 
and  publication; 

Announcement  of  the  program  and  promulgation  of  the 
Request  for  Applications  (RFA) ; 

Initial  deadline  for  applications  for  the  program; 

Peer  review  by  a  Special  Study  Section  for  Centers; 

Action  by  the  Advisory  Council; 

Activation  of  the  program  with  funding  of  the  initial 
approved  Diabetes  Research  and  Training  Centers. 
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I.   PROJECTED  BUDGETARY  REQUIREMENTS  FOR  IMPLEMENTATION  OF  THE 
CENTERS  PROGRAM 

Based  on  the  best  estimates  of  currently  available  and  projected 
manpower  and  on  regional  needs,  the  number  of  Diabetes  Research  and 
Training  Centers  should  be  approximately  15,  that  number  being  reached 
incrementally  over  the  first  three  years  of  the  program. 

Based  on  the  best  estimates  of  projected  fiscal  requirements  for 
such  a  Center,  the  support  for  each  Center  should  be  in  the  range 
between  $500,000  and  $1  million  per  annum. 


Thus,  the  projected  budgetary  requirements  for  the  Centers  program 


is: 


Direct  Costs 


Fiscal  Year  ending  September  30,  1977 

Fiscal  Year  ending  September  30,  1978 

Fiscal  Year  ending  September  30,  1979 

Fiscal  Year  ending  September  30,  1980 

Fiscal  Year  ending  September  30,  1981 


$  5,000,000 
10,000,000 
15,000,000 
15,000,000 
15,000,000 
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b.   Approximate  Total  Costs  (including  indirect  costs) 


Fiscal  Year  ending  September 

Fiscal  Year  ending  September 

Fiscal  Year  ending  September 

Fiscal  Year  ending  September 

Fiscal  Year  ending  September 


30, 

1977 

$  8,000,000 

30, 

1978 

12,000,000 

30, 

1979 

20,000,000 

30, 

1980 

20,000,000 

30, 

1981 

20,000,000 
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I.   INTRODUCTION 


This  statement  has  been  prepared  by  a  special  VA  physician-scientist 
committee  in  response  to  the  request  of  the  National  Commission  on 
Diabetes  for  a  thorough  analysis  of  how  new  or  amended  legislation  and 
appropriations  can  improve  diabetes  programs  in  the  VA  health  care 
hospitals  across  America  and  for  diabetic  Americans  in  general.   Balance 
in  the  composition  of  the  committee  was  achieved  by  recruiting  members 
involved  in  all  facets  of  diabetes  research,  patient  care,  and  education 
of  medical  and  paramedical  personnel.   A  liaison  member  from  the  Central 
Office  of  the  VA  and  a  physician  from  the  Joslin  Clinic  were  available 
for  consultation.   We  would  like  to  acknowledge  the  assistance  of  Dr. 
Charles  A.  Rosenberg,  Dr.  Herbert  Baganz,  Mr.  Daniel  Rosen,  and  Mr. 
Bernard  Kaufman  of  the  VA  Central  Office  in  obtaining  statistical  data 
and  developing  a  questionnaire. 


II.   HISTORICAL  PERSPECTIVE 

Following  World  War  I,  in  1921  Congress  established  the  U.S.  Veterans 
Bureau,  then  primarily  charged  with  meeting  the  veteran's  disability 
compensation  needs.   Recognizing  the  growing  need  to  extend  hospitali- 
zation care  to  veteran  patients,  the  Veterans  Administration  Hospital 
system  was  established  in  1930.   One  of  the  first  VA  Hospitals  was 
opened  in  Lincoln,  Nebraska.   In  1946,  a  major  commitment  to  excellence 
in  quality  of  patient  care  was  reaffirmed  and  enormously  improved  with 
the  development  of  house  staff  training  in  VA  Hospitals.   Today  more  than 
26%  of  house  officers  receive  their  postgraduate  clinical  training  in 
VA  Hospitals.   In  1968,  further  avowed  commitment  to  the  VA's  mission  to 
excellence  in  patient  care  came  with  amendments  to  Chapter  73  of  Title  38 
authorizing  greater  sharing  of  medical  expertise  and  special  care 
resources  available  at  affiliated  university  medical  schools.   Finally, 
in  1972,  PL  92-541,  The  Health  Manpower  Assistance  Act,  enabled  the  VA 
to  further  integrate  and  secure  the  interaction  of  university  medical 
centers  in  care  of  veteran  patients  by  authorizing  grants  from  the  VA  to 
medical  schools  and  allied  health  care  consortia. 


III.   CHARACTERISTICS  OF  THE  VA  HOSPITAL  SYSTEM  THAT 
PERMIT  IT  TO  MAKE  A  SPECIAL  CONTRIBUTION  TO  THE 
GOALS  OF  THE  NATIONAL  COMMISSION  ON  DIABETES 


Today  there  are  169  VA  Hospitals  of  which  100  are  affiliated  with 
University  Medical  Schools,  and  there  are  95,544  hospital  beds  available 
for  in-patient  care.   Figure  1  shows  the  size  and  age  distribution  of 
the  veteran  population  on  December  31,  1974.   It  is  clear  that  more  than 
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13  million  veterans  have  reached  the  age  at  which  diabetes  mellitus 
occurs  with  the  greatest  frequency.   A  projection  from  the  veteran 
populations  of  the  Korean  and  Vietnam  wars  indicates  that  over  the  next 
20-30  years  another  16  million  veterans  will  be  at  risk;  and  hence,  it 
is  expected  that  an  increased  number  of  patients  with  diabetes  may  have 
to  be  accommodated  within  the  framework  of  the  VA  health  care  system. 
Diabetes  already  represents  a  major  disease  entity  in  the  VA  in  that  of 
827,245  hospital  discharges  in  FY  1974,  67,290  or  8.1%  were  patients 
with  diabetes.   This  number  of  discharges  is  twice  that  noted  for  non- 
federal short  stay  hospitals. 

It  can  be  estimated  that  at  any  time  approximately  15,000  patients 
with  diabetes  occupy  beds  in  the  VA  hospital  system,  and  several  times 
that  number  are  cared  for  in  its  ambulatory  care  programs.   This  consti- 
tutes the  largest  number  of  patients  with  this  disease  who  are  being 
managed  within  a  single  administrative  framework,  and  thus  is  a  unique 
resource  for  the  definition  of  the  natural  course  of  the  disease  and  for 
the  determination  of  the  effectiveness  of  presently  available  and  future 
modalities  of  therapy.   The  comprehensive  nature  of  the  care  available 
(medical,  surgical,  dental,  dietetic,  nursing,  etc.)  all  within  one 
system,  as  well  as  the  absence  of  economic  constraints,  adds  to  the 
potential  of  this  system  as  a  model  for  the  administration  and  evaluation 
of  optimal  care. 

In  addition  to  its  deep  involvement  in  and  commitment  to  the  care 
of  patients  with  diabetes,  the  VA  has  fostered  biomedical  research  into 
the  pathogenesis  and  management  of  diabetes  and  related  disorders.   This 
has  been  effective  primarily  because  there  is  present  in  the  VA  an 
inordinately  large  pool  of  physician-scientists  working  in  the  field  of 
diabetes.   This  group  of  scientists  includes  world  leaders  in  the  field, 
many  of  them  distinguished  winners  of  awards  and  contributors  in  a  major 
way  to  our  understanding  of  the  nature  of  underlying  metabolic  altera- 
tions in  diabetes.   In  the  past  15  years,  the  VA  has  been  responsible 
for  some  of  the  most  significant  contributions  to  the  study  of  diabetes 
made  anywhere  in  the  world.   These  physician-scientists,  together  with 
the  patients,  provide  an  outstanding  environment  for  the  training  of 
sorely  needed  new  experts  in  all  phases  of  diabetes,  i.e.,  research, 
education,  and  patient  care.   It  should  also  be  noted  that  training  of 
physicians  and  other  members  of  the  health  team  is  a  role  deeply  in- 
grained in  the  VA  system,  and  it  is  estimated  that  one- third  of 
American  physicians  receive  training  in  this  hospital  system. 


IV.   APPRAISAL  OF  PRESENT  STATUS  OF  DIABETES  PROGRAMS 

IN  THE  VA 

In  order  to  obtain  data  concerning  the  status  of  diabetes  programs 
in  the  VA,  a  questionnaire  was  developed  by  the  committee  and  submitted 
to  every  VA  medical  facility.   A  copy  of  this  questionnaire  is  attached, 
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Answers  were  obtained  from  all  stations.   The  responses  are  summarized 
in  four  tables  titled  respectively,  (1)  Personnel,  (2)  General  and 
Education,  (3)  Therapy,  and  (4)  Research.   Critical  appraisal  of  the 
responses  to  the  questionnaire  suggests  that  many  stations  misinterpreted 
the  term  expertise  to  mean  "some  degree  of  competence"  rather  than 

special  competence."  This  is  reflected  in  the  rather  large  number  of 
staff  presumably  expert  in  diabetes.   In  view  of  this  "over-reporting  " 
the  finding  that  only  half  of  affiliated  hospitals  have  residents  ' 
expert  in  diabetes"  underlines  the  deficit  in  training  programs  in 
diabetes  and  endocrinology.   Another  problem  encountered  in  interpre- 
tation of  the  questionnaire  data  concerns  inconsistencies  in  responses, 
such  as:   52%  of  affiliated  hospitals  have  a  podiatrist,  but  only  39% 
of  hospitals  specify  that  podiatrists  are  involved  in  the  care  of 
patients  with  diabetes.   Despite  the  inadequacies  of  the  data,  it  can 
be  concluded  that  there  is  indeed  in  many  of  the  affiliated  hospitals  a 
lack  of  a  full  complement  of  specially  trained  personnel  required  to 
deal  with  the  totality  of  the  patient  with  diabetes  and  his 
complications . 

Most  hospitals  indicated  the  existence  of  nurse  and  dietician 
educators  for  diabetic  patients  and  families.   However,  the  experience 
of  members  of  the  committee  suggests  that  many  of  these  education  units 
function  quite  independently  of  physicians.   In  fact,  it  was  considered 
a  rarity  to  find  "integrated  diabetic  patient  care."  With  regard  to 
special  therapy,  namely,  hemodialysis  and  kidney  transplants,  though 
the  VA  has  the  largest  hemodialysis  program  in  the  country,  one  is 
impressed  with  the  very  small  number  of  transplants,  particularly  in 
diabetic  patients.   This  therapeutic  area  requires  considerable  ex- 
pansion and  research.   Although  only  half  of  affiliated  hospitals  are 
able  to  provide  the  newer  eye  therapies,  it  must  be  noted  that  these 
patients  can  receive  such  treatment  in  other  VA  hospitals  or  affiliated 
medical  school  facilities. 

The  questions  concerning  research  in  diabetes  at  the  VA  were  answered 
by  the  ACOS  for  Research  whenever  possible,  and  the  actual  research 
project  funding  is  perhaps  the  most  accurate  data  obtained.   In  FY  1975, 
$2,139,000  was  spent  on  136  Diabetes  Research  Projects  ($15, 728/project) . 
Table  5  permits  a  comparison  with  FY  1973.   It  may  be  noted  that  es- 
sentially the  same  amount  of  money  was  allocated  to  Diabetes  Research 
Projects  (a  mean  of  $14,927/project)  in  1973  compared  with  1975  despite 
inflationary  problems  and  salary  increases  for  technical  personnel  which 
have  occurred  over  this  two  year  period.   Further,  despite  the  fact  that 
the  total  research  project  budget  has  increased  from  $57.7  million  (1973) 
to  approximately  $65  million  (1975),  the  proportion  allocated  to  diabetes 
has  actually  decreased.   Although  there  is  no  way  of  determining  what  is 
a  reasonable  commitment  to  research  in  any  particular  disease,  one  might 
assume  (as  is  the  case  in  industry  for  R  &  D)  a  commitment  of  approxi- 
mately 5-10%  of  the  patient  care  budget  for  R  &  D.   This  translates  into 
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a  figure  which  is  almost  ten-fold  higher  than  that  presently  allocated 
for  diabetes  research  in  the  VA. 


V.   RECOMMENDATIONS 


A.   GENERAL 


The  recommendations  of  this  committee  are  based  upon  the  precept 
that  the  present  lack  of  understanding  of  the  nature  of  diabetes  makes 
management  of  the  disease  unsatisfactory,  even  when  provided  in  an 
"ideal"  fashion.   Thus,  the  most  important  responsibility  that  the  VA 
has  to  the  patient  with  diabetes  is  to  acquire  the  new  knowledge 
necessary  to  elevate  his  care  to  a  higher  level  of  understanding  and 
effectiveness.   For  that  reason,  we  strongly  urge  that  the  requested 
funds  deriving  from  this  committee's  report  be  devoted  to  basic  research, 
critical  evaluation  of  present  therapy,  and  the  training  of  people  to 
carry  out  these  goals. 

This  committee,  based  upon  data  generated  from  personal  experience 
and  from  responses  to  an  all  VA  questionnaire,  believes  Congress  must 
enact  legislation  and  appropriate  sufficient  funds  to  allow  these 
developments  to  occur.   To  accomplish  this  goal,  this  committee  believes 
sufficient  additional  appropriations  must  be  made  directly  to  the  VA 
which  will  allow  such  funds  to  be  disbursed  as  Special  Programs  in 
Diabetes  in  the  VA.   These  funds  must  not  come  out  of,  nor  compete  with, 
the  general  VA  budget  for  either  patient  care  or  research.   Justifi- 
cation for  such  a  proposal  is  based  upon  the  VA's  very  large  involve- 
ment in  direct  care  of  patients  with  diabetes,  training  and  education  of 
physicians  and  allied  health  personnel,  its  extraordinary  resources  in 
research  personnel,  and  its  outstanding  past  accomplishments  in  diabetes 
biomedical  research. 


» 


B.   SPECIFIC 


i 


1.   Establishment  of  special  units  for  the  development  of  new 
modalities  in  the  therapy  of  patients  with  diabetes.   These  units  are 
envisioned  as  six  to  ten  bed  in-hospital  facilities  developed  as  ex- 
tensions of  basic  research  programs  in  qualified  VA  stations  that  will 
provide  the  facilities,  scientific  expertise,  and  the  patient  population 
to  do  the  clinical  investigation  necessary  to  evaluate  potentially 
important  advances  in  diabetes.   Example  of  such  modalities  might  in- 
clude automated  insulin  delivery  systems,  transplant  of  pancreatic 
tissue,  and  the  use  of  endocrine  manipulations  such  as  somatostatin. 
Many  VA  hospitals,  particularly  in  their  relationship  to  their  affili- 
ated medical  centers,  could  provide  unique  facilities  for  such 
important  studies. 
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2'   Cooperative  studies  of  the  efficacy  of  presently  employed 
modalities  in  the  therapy  of  diabetes.   The  VA  has  a  unique  capability 
to  carry  out  cooperative  studies  designed  to  establish  the  value  of 
available  treatment.   The  application  of  this  capability  to  problems 
m  diabetes  is  a  great  opportunity  for  the  VA  to  make  an  important  im- 
pact in  this  area.   We  lack  the  data  necessary  to  prescribe  any  of  the 
present  therapies  to  diabetic  patients  with  a  conviction  that  it  will 
favorably  alter  the  effect  of  their  disease.   The  value  of  careful  con- 
trol of  hyperglycemia,  the  use  of  oral  agents,  the  effectiveness  of 
patient  education  programs,  the  role  of  various  therapies  in  retinal 
and  renal  disease  are  all  examples  of  issues  awaiting  critical  testing. 

3-   Manpower  training  in  diabetes  (medical  and  paramedical).   In 
very  few  of  the  facilities  in  which  patients  with  diabetes  receive  care 
in  this  country  are  the  full  range  of  experts  available  that  are  neces- 
sary for  their  comprehensive  management.   Equally  disturbing  is  the  lack 
of  programs  at  the  present  time  necessary  to  supply  the  specialists  in 
diabetes  who  will  be  necessary  in  the  future  both  for  the  application  of 
care  that  will  become  increasingly  sophisticated  and  who  will  carry  out 
research  in  this  area.   The  VA  brings  together  a  long  tradition~of 
training  of  health  personnel  and  a  position  of  leadership  in  the  field 
of  diabetology.   The  large  number  of  physician-scientists  in  the  VA  who 
have  made  important  contributions  to  this  field  provides  a  valuable 
focus  for  the  establishment  of  such  training  programs.   At  this  crucial 
point  in  time,  the  VA  must  reaffirm  its  commitment  to  specialty  training. 
Since  there  are  at  present  at  least  ten  outstanding  hospitals  focused  on 
the  problems  of  diabetes,  the  addition  to  their  current  house  staff 
allocations  of  an  estimated  20  position  ceilings  in  the  field  of  dia- 
betes and  endocrinology  (postgraduate  years  four  and  five)  is  recom- 
mended.  This  manpower  should  then  be  available  for  the  development  of 
high  quality  patient  care  and  research  programs  in  other  VA  facilities. 

4-   Increase  for  project  research  in  diabetes.   Diabetes  research 
project  funding  must  be  increased.   Trends  during  the  past  few  years 
indicate  a  steady  level  of  funding  and  an  absolute  decrease  due  to  in- 
flation.  The  ability  to  develop  new  programs  to  test,  develop,  and 
implement  research  findings  in  diabetes  by  the  VA  are  ultimately  depend- 
ent on  this  increase  in  research  funding.   The  increase  requested  is 
sufficient  to  bring  equipment  needs  up  to  date,  fund  expected  new 
meritorious  requests,  and  restore  funding  cuts  made  in  ongoing  merit- 
orious programs.   Maximal  flexibility  should  be  built  into  this  program 
to  allow  investigators  to  exploit  new  knowledge  and  approaches  as  they 
occur.   Further,  it  is  anticipated  that  the  addition  of  the  20  new 
positions  noted  above  should,  after  a  two-year  period,  result  in  the 
generation  of  new  projects. 
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VI.   BUDGETARY  RECOMMENDATIONS 


A.  Special  Units  (6-10) 

B.  Cooperative  Studies  (2) 

C.  Manpower  Training 

D.  Project  Research 


Cost/Year  Year  3,  4,  5  ->• 

$2,500,000  $2,500,000 

1,000,000  1,000,000 

500,000     500,000 

500,000     750,000  +   1,000,000 


It  is  estimated  that  these  should  represent  continuing  costs  with 
provisions  built  in  for  inflation  and  growth. 


VII.   SUMMARY 

In  summary,  it  may  be  stated  that  though  the  workgroup  does  not 
generally  favor  "disease-oriented  funding,"  there  is  justification  for 
our  "diabetes-oriented"  recommendations  under  the  present  circumstances. 

1.  The  VA  system  is,  on  a  numerical  basis,  the  major  practitioner 
of  diabetic  care  in  the  U.S. 

2.  The  VA  has  over  200  investigators  in  the  field  of  diabetes  and 
related  disorders,  many  world  renowned  and  of  outstanding  quality. 

3.  The  VA  mission,  as  expressed  legislatively,  involves  all  the 
areas  of  special  import  in  diabetes,  i.e.,  combined  patient  care, 
research,  and  education. 

4.  The  VA  system  has  a  major  responsibility  to  utilize  its  resources 
for  a  contribution  to  this  very  major  national  health  problem. 
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Table  1. 
DATA*  CONCERNING  DIABETES  IN 
VETERANS  ADMINISTRATION  HOSPITALS 


PERSONNEL 

Affiliated 

Non- 

Affiliated 

No. 

Amt. 

No. 

Amt. 

74 

357 

38 

222 

49 

179 

12 

32 

54 

155 

3 

8 

62 

234 

17 

40 

87 

526 

36 

182 

47 

75 

33 

63 

22 

51 

28 


M.D.  expert  in  diabetes; 

Full  time 
Regular  part  time 
Residents 
Consultants 

M.D.  specialists  expert  in  diabetes: 

Internists/Generalists 

Surgeons 

Opthalmologists 

Nephrologists 

Neurologists 

Osteopaths 

Other 

Non-M.D.  staff  involved  in  care  of  diabetic  patients: 


Nurses 

Podiatrists 

Optometrists 

Dietitians 

Physician  Extenders 

Other 


No.  =  Number  of  stations  (91  Affiliated,  46 -Non-affiliated) 
Amt.  •  Number  of  items 

*  Obtained  by  questionnaire  relating  to  FY  1975. 


40 

251 

10 

21 

10 

13 

9 

10 

2 

2 

1 

1 

3 

4 

80 

3124 

43 

1791 

36 

197 

16 

16 

16 

16 

4 

4 

81 

238 

41 

116 

16 

48 

14 

34 

15 

563 

11 

414 

100 


Table  2. 

DATA  CONCERNING  DIABETES  IN 

VETERANS  ADMINISTRATION  HOSPITALS 


52 


52 


General  Data: 

Separate  Diabetes  Clinic 

Diabetes  detection  program 

Overall  policy  on  control  of  diabetes 

Consultants  for  diabetics 

M.D.  with  special  skills  - 

diabetic  foot 
Podiatrist  with  special  skills  - 

diabetic  foot 
M.D.  with  special  interest  in 

diabetic  eye 
Diabetician  separate  from  Endocr. 
Diabetician  not  separate  from  Endocr. 
Diabetes  Research  Laboratory 
Diabetes  Research  Projects 

Education  -  Patient  and  Family: 

Patient  education 
Group  patient  education  by  nurses 
Individual  patient  education  by  nurses 
Education  for  patients'  families 
Dietitian  time  with  pt.  (less  than  10%) 
"   "    "   (11  -  25%) 
"   "       (  25%) 
Dietitian  time  with  fam. (  10%) 

..      M        „     (U   _   25%) 

..    u      ..   (  25%) 

Training : 


Nurse  training  in  patient  education  69 
Nurse  practitioners  Rx  diabetic  patients  62 
Residency  rotation  in  Diabetes  30 


%  Ho 

spitals 

% 

Affiliated 

Non-Affiliated 
Gen.    Psych. 

Outpatient 

Gen.   Psych. 

Clinics 

57     56 

37 

6 

25 

35     67 

54 

87 

63 

44     67 

52 

67 

38 

81     56 

57 

67 

25 

44 


56 


24 


37 


13 


60 


38 


25 


58 

33 

30 

20 

63 

53 

78 

43 

27 

25 

74 

56 

35 

20 

50 

29 

0 

0 

0 

25 

46 

22 

6 

6 

0 

99 

89 

93 

87 

63 

76 

44 

72 

53 

13 

97 

78 

98 

53 

75 

93 

89 

87 

60 

50 

20 

44 

13 

33 

0 

51 

33 

52 

53 

0 

30 

22 

31 

13 

50 

70 

89 

67 

80 

50 

22 

11 

22 

13 

0 

6 

0 

6 

0 

0 

44 

67 

47 

38 

56 

43 

47 

25 

0 

0 

0 

0 

*  Obtained  by  questionnaire  relating  to  FY  1975, 
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Table  3. 
DATA*  CONCERNING  DIABETES  IN 
VETERANS  ADMINISTRATION  HOSPITALS 

THERAPY 


Hemodialysis: 

Number  of  patients 

Number  of  diabetic  patients 

Kidney  Transplant; 

Diabetic  patients  screened 

Diabetic  patients  receiving  transplant 

Diabetes  related  surgery: 

Below  knee  amputations 
Above  knee  amputations 
Bilateral  amputations 
Transmetatarsal  amputations 
Sympathectomies 
Large  blood  vessels 
Coronary  by-pass 

Eye  Therapy: 

Diabetic  retinal  disease 

Photocoagulation 

Vitrectomy 


No.  =  Number  of  stations  (91  Affiliated,  46  Non-affiliated) 
Amt.  =  Number  of  items 

*  Obtained  by  questionnaire  relating  to  FY  1975. 


Affiliated 

Non-Affiliated 

No. 

Amt. 

No. 

Amt. 

64 

2531 

11 

53 

53 

234 

5 

6 

29 

90 

2 

2 

12 

21 

79 

623 

34 

117 

75 

376 

34 

116 

28 

55 

7 

8 

59 

227 

17 

68 

40 

127 

17 

62 

61 

868 

21 

86 

34 

137 

1 

1 

51 

5 

48 

3 

40 

3 
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Table  4. 

DATA*  CONCERNING  DIABETES  IN 

VETERANS  ADMINISTRATION  HOSPITALS 


Basic  Research  Projects 

Drug  Treatment 

Eye 

Neurologic 

Renal 

Cardiology 

Infectious  disease 

Other 

FUNDING: 


RESEARCH 

Aff: 

Lliated 

Non- 

-Aff: 

Lliated 

No. 

Amt. 

No. 

Amt. 

29 

58 

1 

1 

8 

13 

- 

- 

6 

6 

- 

- 

1 

2 

- 

- 

7 

9 

1 

1 

2 

2 

1 

1 

23 


No.   =  Number  of  stations  (91  Affiliated,  46  Non-affiliated) 

Amt.  =  Number  of  items 

*  Obtained  by  questionnaire  relating  to  FY  1975. 
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Table  5. 


VA  EXPENDITURES  ON  RESEARCH  PROJECTS 


DISTRIBUTION  OF  OVERALL  EXPENDITURES  BY  DISEASE 


(FY  1973) 


u 


• 


Category 

Frenquency 

Amount  Funded 

Administrative  Research 

100 

$   434,197 

Aging 

335 

2,597,069 

Alcoholism 

292 

2,071,145 

Blood  Bank 

34 

205,701 

Bronchial  Pulmonary 

311 

3,016,231 

Cancer 

453 

5,034,354 

Cancer  Chemotherapy 

166 

1,126,928 

DIABETES  MELLITUS 

Diseases  of  Circulatory  System 

155 
450 

2,313,702 

3,959,104 

Drug  Dependence 

88 

879,339 

Educational  Methods 

146 

261,240 

Epidemiology 

128 

807,573 

Extended  Care  Services 

33 

90,702 

Arteriosclerosis  -  General 

106 

983,384 

Health  Services  Research 

87 

293,437 

Heart  Disease 

307 

3,973,014 

Influenza  and  Pneumonia 

44 

289,965 

Mental  Disorders 

456 

3,340,532 

Mental  Retardation 

37 

171,046 

Microwave  Effects 

4 

121,468 

Multiple  Sclerosis 

50 

427,860 

Nursing 

21 

12,991 

Oral  Disease 

56 

525,341 

Organ  Bank 

35 

238,253 

Organ  Transplant 

182 

1,838,353 

Parkinsonism 

50 

206,031 

Physical  Medicine  &  Rehab. 

82 

149,091 

Preventive  Medicine 

120 

926,976 

Procedures  for  Patient  Care 

300 

1,453,273 

Renal  Dialysis 

161 

1,188,457 

Sickle  Cell 

34 

422,402 

Spinal  Cord  Injury 

71 

399,169 

Stroke 

110 

787,113 

Suicide 

19 

89,969 

Other  Human  Diseases  or  Disorders 

972 

13,523,669 

Not  Reported 

Total 

557 

3,518,151 

6,552 

57,677,230 
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NAME    Of    AGENCY 


VACO  WASHINGTON,  D.C. 


ACCOUNTUG    CLASSIFICATION 


mctotHCt 

AcnoH,  PRIORITY 

WOi 


DATE  MEPAtED 

7/29/75 


POt  INFORMATION   CAIL 


NAMf 

B.   KAUFMAN 


THIS  SPACE  FOR  USE  OF  COMMUNICATIOS  UNIT 


PHONE   NUM»£* 

3897 


JtCWHTY  CLASSIFICATION 


TtW  Of  MESSAGE 

(~l  SINGLE 

□  »oor 

fy]  MW.T1PIE-ACOKSS 


TO: 


MtSSAGC    TO   BE   TRANSMITTED   (Uu  Joubli  ipacimg  mmJ  ,11  capital  Ittitn) 


DIRECTORS,  VA  HOSPITALS  AND  INDEPENDENT  OUTPATIENT  CLINICS 


OO/DM&S  CIRCULAR  10-75-/*/^-  NON-RECURRING  REPORT  ON  DIABETES 
MELLITUS,  RCS  17-  ^  -S 

THE  NATIONAL  COMMISSION  ON  DIABETES  ESTABLISHED  BY  PL  93-354  IS 
CHARGED  WITH  RECOMMENDING  TO  THE  CONGRESS  IN  OCTOBER  1975  MATTERS 
CONCERNING  RESEARCH,  EDUCATION  AND  TREATMENT  IN  THE  FIELD  OF  DIABETES 
AND  RELATED  METABOLIC  DISEASES.     THE  VA  WORK  GROUP  MUST  REPORT  TO 
THE  FULL  COMMISSION  ON  SEPTEMBER  8,  1975  WITH  SPECIFIC  RECOMMENDATIONS 
CONCERNING  THE  ROLL  OF  THE  VA  IN  THE  OVERALL  NATIONAL  DIABETES  EFFORT. 

YOUR  REPLY  BY  TELETYPE  TO  (173B)  BY  AUGUST  15,  1975  TO  THE  FOLLOWING 
QUESTIONS  IS  REQUIRED. 

I.     REPORT  AS  MANY  OF  THE  FOLLOWING  RELATING  TO  DIABETES  MELLITUS 
THAT  APPLY  AT  YOUR  HEALTH  FACILITY. 

1.  A  SEPARATE  DIABETES  CLINIC. 

2.  A  DIABETES  DETECTION  PROGRAM 

3.  A  PROGRAM  OF  PATIENT  EDUCATION  IN  DIABETES 

4.  .  A  PROGRAM  OF  PATIENT  EDUCATION  FOR  FAMILIES  OF 

DIABETIC  PATIENTS 


1 


STANbAtO  »0«M  14 
■(VISED  AUGUST  ie»7 
GSA   »FMi   {41    Cf«|    IOIOS306 


NO     Of    PGS 

8 


SECURITY   CLASSIFICATION 


•  o«j  :  tv7«  o  .  j)).«o« 


105 


TELEGRAPHIC   MESSAGE 


5 


NAM   Of   AGCNCT 


ACCOUNTUG   CLAJSJHCAllON 


tuciotna 

ACTION, 
•#0. 


dati  ratfAiio 


FO«   INFORMATION   CALL 


- 


rHONf    NUMKI 


UCUlirr  claudication 


un  or  MisiA&i 

]   SJNGU 

|3  AUHTinlAOOKSS 


THIS  SPACE  FOR   USE  OF  COMMUSICATION   VSIT 


TO: 


MESSAGE    TO    B£    TRANSMITTED   <  V11  JoybU  ipacimg  tmJ  all  lapilsl  ItlltnJ 


5.  CONSULTANTS  WHO  SEE  DIABETIC  PATIENTS 

6.  PHYSICIANS  WITH  SPECIAL  SKILLS  IN  DIABETIC  FOOT  PROBLEMS 

7.  PODIATRISTS  WITH  SPECIAL  SKILLS  IN  DIABETIC  FOOT  PROBLEMS 

8.  PHYSICIANS  WITH  SPECIAL  INTEREST  IN  DIABETIC  EYE  DISEASE 

9.  SPECIAL  THERAPY  FOR  DIABETIC  RETINAL  DISEASE 

10.  CAPACITY  TO  DO  RETINAL  PHOTOCOAGULATION 

11.  CAPACITY  TO  DO  VITRECTOMY 

12.  SPECIAL  TRAINING  FOR  NURSES  IN  PATIENT  EDUCATION  IN 

DIABETES 

13.  PATIENT  EDUCATION  BY  NURSES  TO  GROUPS 

14.  PATIENT  EDUCATION  BY  NURSES  TO  INDIVIDUALS 

15.  NURSE  CLINICIANS  OR  NURSE  PRACTITIONERS  WHO  SEE  DIABETIC 

PATIENTS 

16.  DIABETES  RESEARCH  LABORATORY 

17.  DIABETES  RESEARCH  PROJECTS  UNDERWAY 

18.  A  POLICY  ON  THE  MEDICAL  SERVICE  TO  CONTROL  DIABETES  TO 

ACHIEVE  NORMAL  BLOOD  SUGAR 


»aG{    NO 

2 


KO    Of  »GS 


lIAXOAto  ioih  14 
'CHO  AJGI/S.  i««; 
OVA   fPMt   |4I    C'»|    101-3)  30« 


SfCURIIV    CIAMIUCAION 


OPO  1  1»73  —  4»5-SS7 
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.clEGRAPHIC  MESSAGE 


HAMi  O*  AGfNCT 


ACCOUNTING  CLASSIFICATION 


ftECEMNa 
ACTIONi 
MTO. 


OATf  fICPAtEO 


PO«   INfORAAATION   CAll 


NAMC 


THIS  SPACE  FOK  USE  OF  COMMUNICATION  UNIT 


WON(    NUMHI 


MCWtlTY  CLASSIFICATION 


vtn  Of  message 

n  sincu 

□  KX3K 

~2  MUlTTPU-ADO«SS 


TO: 


MESSAGE   TO   BE   TRANSMITTED  (Us,  doabl,  spacimg  and  all  capital  hum) 


19.  PHYSICIANS  WITH  EXPERTISE  IN  DIABETES  AS  A  GENERAL 

METABOLIC  PROBLEM  SEPARATE  FROM  ENDOCRINOLOGY 

20.  PHYSICIANS  WITH  EXPERTISE  IN  DIABETES  AS  A  GENERAL 

METABOLIC  PROBLEM  NOT  SEPARATE  FROM  ENDOCRINOLOGY 

21.  A  RESIDENCY  PROGRAM  WITH  A  SUB-ROTATION  DEVOTED  TO 

DIABETES 

22.  DURING  FY  1975  APPROXIMATE  PERCENTAGE  OF  DIETITIAN  TIME 

DEVOTED  TO: 
DIABETIC  PATIENTS 

A.  10  PERCENT  OR  LESS 

B.  11   TO  25  PERCENT 

C.  26  PERCENT  OR  MORE 
FAMILY  OF  DIABETIC  PATIENTS 

D.  10  PERCENT  OR  LESS 

E.  11  TO  25  PERCENT 

F.  26  PERCENT  OR  MORE 


ttANOAKD  IO«M  14 
tfVIMO  AUGUJT  l««7 
GSA  F>M»  {41    CI*]   »OI -J3. 304 


»AOI    NO. 


NO    Of  fgs. 


SfCU«ITY    CLASSIFICATION 


•  UtU  i   lu?4    u   •  1JJ-4U. 
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TELEGRAPHIC  MESSAGE 


NAM*    Of    AGINCY 


ACCOUMTMG   QASStflCATIOM 


HtCKXKl 

AcnoN. 
•00, 


OAT!  MEPAMO 


PC*   INfOHMATlON   CALL 


I  KAMI 


mOM  NUMMI 


WCUMTT   CLAMtfrCATIOM 


TTW  O*  «USAG< 


]  SJNGU 

D  "X* 

]   MtATVLf-AOOKU 


THIS  SPACE  FOR   USE  OF  COMMUNICATION  UNIT 


MESSAGE   TO   BE   TRANSMITTED   fUu  daubU  ipatimg  amj  mil  capital  Uiiin) 


TO: 


II.     PROVIDE  THE  FOLLOWING: 

1.     NUMBER  OF  PHYSICIAN  STAFF  WITH  EXPERTISE  IN  DIABETES 

A.  FULL  TIME 

B.  REGULAR  PART  TIME 

C.  RESIDENTS 

D.  CONSULTANTS 


D.     NEPHROLOGISTS 


2.     NUMBER  OF  PHYSICIANS  WITH  EXPERTISE  IN  DIABETES  BY  SPECIALTY 

A.  INTERNISTS/GENERALISTS 

B.  SURGEONS  E.     NEUROLOGISTS 

F.  OSTEOPATHS 

G.  OTHER 


C     OPHTHALMOLOGISTS 


3.     NUMBER  OF  OTHER  STAFF  INVOLVED  IN  THE  CARE  OF  DIABETICS 


A.  NURSES 

B.  PODIATRISTS 

C.  OPTOMETRISTS 
DATA  FOR  ITEMS  1   THROUGH  3  AS  OF  JULY  31 
NUMBER  OF  FULL  TIME  AND  PART  TIME  AND   INTERMITTENT 
EMPLOYEES. 


D.  DIETITIANS 

E.  PHYSICIAN  EXTENDERS 

F.  OTHER 

ITEMS  2  AND  3  CONCERN 


fAGI    NO 

4 


NO    Of  ros 

8 


VCU»rTY    CLASSIFICATION 


ITANOAtO    (0«M    '.* 
•IVIStO    AUOl'SI     I  »s>7 

OS*  »r«i  |ii   cr«i  101-M  306 


«   1.111  :    Ull    O   ■   5>1«0» 
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TELEGRAPHIC  MESSAGE 


KAMt    0»    AGtNCT 


ACEOUNTKG    CLASSIFICATION 


rtictPfNa 

ACTION; 

MTOi 


OATl  FIEFaKO 


TOR   INFORMATION    CALl 


NAMC 


THIS  SPACE  FOK  USE  OF  COMMUNICATION  UNIT 


PHONE    MUM8E* 


KCUtlTY  CLASSIFICATION 


TTO  OF  MESSAGE 

]  SJNGlf 
[~|  tOOK 

I     |  MUITIPIEAOO*£SS 


TO: 


MESSAGE    TO   6E    TRANSMITTED   <U„  Jouhl,  .putmg  «md  mil  tap,*)  Utltn) 


4.  WHO  GENERALLY  MANAGES  THE  DIABETES  OF  PATIENTS  WITH  ANY 

COMBINATION  OF  MEDICAL,  SURGICAL,  OPHTHALMOLOGIC,  OR 
NEUROLOGICAL  PROBLEMS? 

5.  DURING  JULY  1975  SHOW  FOR  THE  VA  HEMODIALYSIS  PROGRAM  IN 

CENTER,  HOME  DIALYSIS  TRAINING,  HOME  DIALYSIS  AND  SATELLITE 
DIALYSIS: 

A.  NUMBER  OF  PATIENTS 

B.  NUMBER  OF  PATIENTS  WITH  DIABETIC  RENAL  DISEASE 

6.  FOR  KIDNEY  TRANSPLANT  PROGRAMS  IN  FY  1975  SHOW: 

A.  NUMBER  OF  DIABETIC  PATIENTS  SCREENED  FOR  TRANSPLANT 

B.  NUMBER  OF  DIABETIC  PATIENTS  RECEIVING  TRANSPLANT  AT 

VA  EXPENSE 

7.  DURING  FY  1975,   IN  SURGERY  ON  PATIENTS  FOR  DIABETIC  RELATED 

SURGERY  SHOW: 

A.  NUMBER  OF  BELOW  KNEE  AMPUTATIONS 

B.  NUMBER  OF  ABOVE  KNEE  AMPUTATIONS 

C.  BILATERAL  AMPUTATIONS 


TANOAIO  FOIM  14 
(VISED  »UGUS»  i»e> 
U  FFv»  (41    CU|    101-35  304 


SECURITY   CLASSIFICATION 

FAce  no 

5 

.  ._ 

NO     OF    FCS 

8 

"   CPO 

t»73  — 

49S-IS7 

14     JO* 

m 


/jCKvvvjJ 
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TELEGRAPHIC   MESSAGE 


G 


o 


NAM*    Of    AGtNCT 


ACCOUNTMG   CIAJSJMOTION 


ntaocNa 

ACTION. 
MTO. 


DAT!    M(fA«D 


FO«   INFORMATION   CALL 


HtMi 


PMONC    NUMItl 


ucvrtirr  OAUfictnoN 


rm  o>  MtuACi 

3   SIMOU 

]J   AWJlTini  AOOKSS 


THIS  SPACE  FOK   USE  OF  COMMUNICATION  UNIT 


MESSAGE   TO   BE    TRANSMITTED   ( Uit  doubt,  ipa<img  amj  til  capital  Itiitn) 


TO: 


D.  TRANSMETATARSAL  AMPUTATIONS 

E.  SYMPATHECTOMIES 

F.  MAJOR  BLOOD  VESSEL  AND  PERIPHERAL  VASCULAR  SURGICAL 

PROCEDURES 
6.     CORONARY  BY-PASS  SURGERY 
8.     NUMBER  OF  RESEARCH  PROJECTS  IN  DIABETES  IN  FY  1975 
A.     BASIC  RESEARCH 
CLINICAL  RESEARCH 


DRUG  TREATMENT 

EYE 

NEUROLOGIC 

RENAL 

CARDIOLOGY 

INFECTIOUS  DISEASE 

OTHER 

FY  1975  FUNDING  FOR  ALL  DIABETES  RESEARCH 
IN  YOUR  REPLY  ONLY  PROVIDE  THE  ANSWERS  TO  THE  QUESTIONS  THAT  APPLY 
TO  YOUR  HEALTH  CARE  FACILITY.     DO  NOT  REPEAT  THE  QUESTIONS.     YOUR 
REPLY  MUST  BE  IN  THE  FORMAT  SHOWN  IN  THE  FOLLOWING 
EXAMPLE: 


B. 
C. 
D. 
E. 
F. 
G. 
H. 
I. 


fAOt  tO 

6 


no  o»  ros 

8 


SfCUIITY   CiaSSIUCaTION 


ITAHCAiO  IOIM  14 
UV1WD  AUGUST  l»67 
GiA    IPMI   (41    C'«]    I  0  I  -  J  J  304 


-    OfO  I   »973  —  49J-«S7 
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TELEGRAPHIC  MESSAGE 


NAME    Of    AGENCY 

PRECEDENCE 
ACTION, 
INFO, 

SECURITY  CLASSIFICATION 

ACCOUNTING  CLASSIFICATION 

DATE   PREPARED 

TYPE  OF  MESSAGE 

~2  SINGLE 
r~l  *OOK 
PI  MULTIPLE  ADORESS 

FOR   INFORMATION   CAll 

NAME 

PHONE   NUMSER 

IMI4  SPALt  HJK   USb  Uh  COMMUNICATION  UNIT 

MESSAGE    TO    BE    TRANSMITTED   ( Lit  doiihlt  ipacmg  and  all  capital  Ittlm ) 

TO: 

I .     2-3-6-7-1 1 -1 4-1 6-20-21 -22A-22D 

II.     1A-3                                              5A-10 

1C-2                                              5B-2 

2A-1                                              6A-3 

2B-1                                              6B-1 

2E-1                                              7A-1 

26-1                                              7D-2 

3A-4                                              7F-1 

3C-1                                              7G-2 

3D-1                                              8A-1 

3E-1                                              8E-1 

4-INTERNIST                                  81-65,000 

IN  THE  FORMAT  EXAMPLE  ABOVE  ONLY  DATA  THAT  APPLY  TO  YOUR  HEALTH  CARE    j 

FACILITY  SHOULD  BE  REPORTED.     FOR  PART  I  TH!I  NUMBERS  RELATE  TO  THE 

ITEMS  THAT  APPLY  AT  YOUR  FACILITY.     FOR  PART  II  THE  QUESTION  NUMBER      j 

AND  ANSWER  ARE  SHOWN. 

SECURITY   CLASSIFICATION 

PAGE-  NO 

NO     OF    (G$ 

i 

7 

8 

IVIStO    AUGUST     1967 

ijA  FFMR  (4  1    OR)    101-33  306 
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TELEGRAPHIC   MESSAGE 


H*J*t    O*    AGENCY 


ACCOUNTING   CLASSIFICATION 


RRECEDF.NC1 
ACTION, 

(MfO 


Dill    RRERAREO 


JOR   INFORMATION   CALL 


rnont  number 


MCURinr  classification 


TYRl  O*  MESSAGE 

Q]  siNGie 

]  tOOK 

^   MUlTinEAOORESS 


THIS  SPACE  FOR   USE  OF  COMMVXICATIOS   USIT 


MESSAGE    TO   BE    TRANSMITTED   ( Uit  douhlt  ipucing  aid  all  cuptul  Ittitn) 


TO: 


A  NEGATIVE  REPORT  IS  REQUIRED  IF  APPLICABLE. 

IN  ORDER  FOR  THE  REPORT  TO  BE  SUMMARIZED  FOR  THE  SEPTEMBER  8  MEETING 
OF  THE  NATIONAL  COMMISSION  ON  DIABETES  THE  DUE  DATE  OF  AUGUST  15  MUST 
BE  STRICTLY  ADHERED  TO. 

DIRECT  ANY  QUESTIONS  YOU  MAY  HAVE  CONCERNING  THIS  REPORT  TO  MR.  B. 
KAUFMAN,  FTS  EXTENSIONS  3897  OR  3798.     THIS  CIRCULAR  EXPIRES 
SEPTEMBER  30,  1975.  173B/10A 


B.   KAUFMAN :tdj    (173B)         (17) 


NO     OF    fCS 


SECURITY    CLASSIFICATION 


STANDARD  FORM  14 
REVISED  AUGUST  194/ 
GSA   FRMR   (41    CFR|    101-]]  306 
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Report  of  the 
WORKGROUP  ON 
THE  CENTER  FOR  DISEASE  CONTROL 
to  the 
National  Commission  on  Diabetes 


Chairman : 
James  Field,  M.D, 
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REPORT  OF  THE  WORKGROUP  ON 
THE  CENTER  FOR  DISEASE  CONTROL 


At  the  meeting  of  the  National  Commission  on  Diabetes  in  Atlanta, 
Georgia,  on  July  7,  1975,  the  Center  for  Disease  Control  presented  a 
proposed  CDC  diabetes  prevention  and  control  program.   In  response 
to  that  proposal  the  Commission  expressed  a  desire  to  maintain  a 
continuing  dialogue  with  the  CDC,  noting  particularly  the  unique 
position  which  the  CDC  has  as  a  federal  agency,  and  to  initiate  a 
cooperative  relationship  toward  developing  a  CDC  diabetes  control 
and  prevention  program.   To  fulfill  this  purpose,  the  Commission 
created  the  Workgroup  on  the  Center  for  Disease  Control;  and  the 
Workgroup  has  cooperated  with  the  CDC  in  the  course  of  several 
extensive  discussions  in  which  advice  and  recommendations  were 
offered.   The  final  CDC  proposal  is  the  result  of  these  meetings. 

The  Workgroup  is  very  pleased  to  be  able  to  report  to  the  Commission 
that  it  enthusiastically  and  unanimously  supports  the  Diabetes  Control 
and  Prevention  Program  which  the  Center  for  Disease  Control  proposed  to 
the  Commission  dated  October  17,  1975. 

The  one  area  of  continued  concern  on  the  part  of  the  workgroup 
relates  to  the  type  of  person  which  the  CDC  would  recruit  to  head  the 
program  in  Atlanta.   Whereas  Dr.  Flynt  indicated  that  the  CDC  envisions 
a  person  with  public  health  training  who  would  then  be  given  special 
training  in  the  problems  of  diabetes,  the  rest  of  the  workgroup  unani- 
mously agrees  that  the  person  should  be  primarily  a  recognized  and 
respected  authority  in  diabetes,  who  could  then  be  trained  in  public 
health  and  epidemiology.   The  capability  for  this  latter  training 
already  exists  at  the  CDC  in  Atlanta.   The  Workgroup  strongly  felt 
that  for  the  program  to  be  effective,  the  person  heading  it  must 
have  the  cooperation  and  respect  of  the  medical  community  interested 
in  diabetes.   Some  also  felt  it  would  be  important  for  this  person  to 
have  had  a  previous  successful  career  in  laboratory  or  clinical 
research. 

With  this  reservation,  the  Workgroup  affirms  its  support  of  the  CDC 
proposal. 
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DIABETES  CONTROL  AND  PREVENTION  PROGRAM 
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CENTER  FOR  DISEASE  CONTROL  —  DIABETES  CONTROL  PROGRAM 


The  Center  for  Disease  Control  (CDC)  can  participate  in  the  national 
diabetes  control  effort.   One  way  is  to  develop  a  public  health  oriented 
diabetes  control  program.   Such  a  program  should  be  an  integral  part  of 
any  effort  to  narrow  the  gap  between  what  is  good  care  and  management  of 
diabetes  patients  and  what  is  currently  available  to  a  significant 
segment  of  the  U.S.  population.   Special  attention  to  the  public  health 
community  is  important  because  it  represents  an  existing  framework  for 
implementation  of  the  diabetes  control  elements  already  enumerated  by 
the  National  Diabetes  Commission.   These  elements  include  coordination 
and  communication  among  a  variety  of  institutions  and  agencies;  health 
planning  and  program  evaluation;  collection,  analysis,  and  dissemination 
of  data;  and  education  and  training. 

This  control  program  would  be  based  upon  fostering  a  series  of  state 
or  more  locally  based  diabetes  control  programs  (community  DCP) .   These 
are  described  below  in  more  detail.   The  objectives  of  the  public  health 
oriented  program  will  include: 

1.   Identifying,  strengthening,  and  incorporating  existing  re- 
sources —  fragmentary  as  they  may  be  —  into  a  more  concerted 
control  effort. 


2. 


Making  more  accessible  to  the  diabetes  patient  and  family 
these  existing  and  new  program  services. 

Developing  a  data  base  for  evaluating  delivery  of  health 
services  and  measuring  the  impact  of  the  control  efforts 
upon  local  and  national  morbidity  and  mortality  from  diabetes 
and  its  complications. 


4. 


Developing  and  maintaining  a  registry  of  diabetes  control 
program  resources. 


5. 


Cooperating  and  collaborating  with  other  agencies  and  organi- 
zations concerned  with  research  and  service  to  diabetic 
patients  and  families. 


6. 


Providing  for  communication  between  the  national  and  more 
local  levels  regarding  new  developments  in  research  and 
delivery  of  health  care  services. 


121 


Implementation  of  community  programs  will  also  provide  for  identi- 
fying community  settings  suitable  for  conducting  special  studies  related 
to  diabetes.   The  participation  by  CDC  in  such  studies  would  include: 


Evaluation  of  screening  methods, 
mechanisms. 


techniques ,  and  follow-up 


»■  -* 


: 


2.  Evaluation  and  dissemination  of  training  and  educational 
materials  and  methods . 

3.  Documentation  and  investigation  of  unusual  disease  patterns 
reported  by  the  community  programs  (e.g.,  juvenile  diabetes 
case  clusters,  areas  of  excess  morbidity  or  mortality). 

4.  Consultation  regarding  design  and  conduct  of  epidemiologic 
studies  from  existing  or  specially  developed  data  from  the 
locally-based  programs. 

5.  Laboratory  consultation  and  support  in  planning  and  conduct 
of  these  studies. 

Community  settings  will  also  be  used  for  studies  that  might  be  con- 
ducted by  the  local  health  agency.   These  will  depend  upon  local  needs 
and  expertise,  but  could  include  development  of  diabetes  case  registries, 
identification  and  study  of  special  risk  groups,  or  evaluation  of  new 
methods  for  health  care  delivery  to  diabetic  patients.   Those  areas 
with  both  a  Diabetes  Center  and  a  community  control  program  will  be 
uniquely  suited  for  collaborative  projects  interrelating  research  and 
control  program  services. 

In  addition  to  this  control  program,  CDC  can  participate  in  still 
other  ways  in  the  national  diabetes  program.   Special  responsibilities 
for  CDC  have  been  suggested  already  in  the  course  of  Commission  delib- 
erations.  These  include  laboratory  support  of  national  projects 
related  to  tissue  control  and  serum  repositories,  special  laboratory 
or  epidemiologic  assistance  in  collaborative  projects,  and  responsi- 
bilities for  a  national  clearinghouse  for  educational  and  training 
materials.   Priorities  for  these  and  other  projects  will  be  suggested 
by  the  Diabetes  Commission.   However,  before  implementation,  long  term 
projects  require  detailed  planning,  discussion, and  possible  considera- 
tion of  other  resources  than  CDC.   Participation  by  CDC  in  such  dis- 
cussions and  projects  will  be  considered  according  to  Commission 
priorities  and  CDC  staffing  and  funding  commitments. 
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COMMUNITY  PROGRAMS 

Responsibility  for  organizing  a  state  or  local  DCP  would  rest  with 
a  public  health  professional  experienced  in  dealing  with  a  variety  of 
health  professionals  and  organizations.   Based  on  CDC's  experience  with 
other  disease  control  programs,  this  assignment  can  best  be  handled  by 
a  public  health  advisor  assigned  to  the  state  or  local  health  agency. 
Some  agencies  may  want  to  assign  one  of  their  own  staff  to  the  program. 
In  either  case  the  staff  person  would  maintain  close  and  continued 
working  relationships  with  CDC. 

A  DCP  advisor  would  have  a  college  degree  and  some  five  years  exper- 
ience in  a  state  or  local  health  department  directing  another  of  CDC's 
present  disease  control  programs.   Selection  for  the  DCP  positions 
would  be  based  upon  previous  experience,  initiative,  and  ability  to  deal 
effectively  with  a  variety  of  organizations  and  individuals.   Each  DCP 
advisor  will  receive  approximately  two  months  of  training  including 
instruction  in  concepts  of  diabetes  pathogenesis,  etiology,  and  treat- 
ment; principles  of  program  evaluation;  epidemiology;  health  education; 
and  experience  at  a  Diabetes  Center  or  other  exemplary  diabetes  program. 

After  training,  the  DCP  advisor  would  assume  responsibilities  at 
the  state  or  local  health  agency  as  a  focal  point  for  diabetes  control 
activities.   In  this  capacity  he  would  serve  as  catalyst,  innovator, 
organizer,  and  coordinator  to  effect  improved  delivery  of  patient 
services  and  evaluation  of  the  control  program.   Specific  responsibili- 
ties will  include: 

1 .  Developing  and  maintaining  a  control  program  resource  registry 
including  the  location  of  educational  facilities,  summer  camps, 
treatment  centers,  and  screening  programs,  and  of  professional 
training  programs  for  physicians,  nurses,  nutritionists,  and 
other  allied  health  personnel.   This  registry  would  include 
also  information  concerning  resources  identified  at  the 
national  or  regional  level  which  are  also  applicable  to  local 
community  needs. 

2 .  Compiling  information  from  local  resources  concerning  utiliza- 
tion of  services  and  costs  to  patients.   Particular  attention 
would  be  given  to  evaluation  of  program  effectiveness. 

3.  Disseminating  information  about  these  resources  to  patients, 
physicians,  health  departments,  and  others  who  need  or  request 
such  information.   Informing  health  professionals  of  the 
diabetes  problem  and  program,  encouraging  local  education 
programs,  and  abetting  efforts  to  follow-up  known  diabetics 

in  current  case  loads. 
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4.  Determining  diabetes  morbidity  and  mortality  in  the  state, 
counties,  or  other  local  subdivisions,  with  special  attention 
directed  toward  identifying  areas  with  excess  mortality, 
hospitalizations,  diabetic  comas,  or  other  manifestations 

of  suboptimal  patient  management. 

5.  Assisting  in  planning,  coordinating  and  evaluating  intervention 
programs  needed  to  improve  delivery  of  services.   Such  programs 
might  include  educational  programs  for  patients,  their 
families,  and  physicians  in  the  high  morbidity-mortality  areas; 
a  more  rigorous  and  regular  system  of  follow-up  for  known 
diabetics;  or  community-wide  education  and  screening  of  high 
risk  populations. 

6.  Sending  locally  collected  data  to  CDC  for  compilation,  analysis, 
and  dissemination.   The  range  of  data  available  from  these  first 
efforts  will  vary  considerably  among  local  programs;  however, 
the  emphasis  of  local  data  use  for  planning  services  can  serve 
also  as  a  beginning  of  more  systematic  data  collection  systems. 
Continued  improvement  of  local  data  resources  and  development 

of  more  standardized  reporting,  analysis,  and  dissemination  of 
data  can  be  expected  to  result  in  reliable  state  and  then 
national  data  figures  for  ongoing  assessment  of  the  control 
program. 

7 .  Organizing  an  advisory  group  composed  of  representatives  from 
the  medical  societies,  universities,  health  departments,  and 
representatives  of  the  voluntary  health  agencies  and  other 
appropriate  local  organizations.   This  advisory  group  would  aid 
the  health  agency  in  determining  community  priorities  for 
improvement  or  modification  in  control  services  and  promote 
coordination  of  such  efforts  within  the  community. 

The  above  activities  might  be  considered  as  the  basic  core  of  a 
community  program.   Other  elements  will  be  needed  to  develop  a  more 
comprehensive  community  control  program.   These  can  be  added  to  the 
basic  core  as  funding  and  staffing  resources  allow  and  community  needs 
dictate.   In  fact,  some  elements  may  already  exist  and  be  identified 
by  the  resource  survey  (Department  of  Agriculture  Extension  Services, 
Community  Mental  Health  and  Developmental  Disabilities  Centers) . 

These  elements  would  include  the  following: 

1.   Nutrition  counseling  for  adult  and  juvenile  diabetics:   Such 
services  could  be  provided  at  one  or  more  community  locations,  including 
university  clinics,  health  departments,  and  special  centers.   Publicity 
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about  the  location  and  basis  of  operation  of  counseling  offices  and 
nature  of  their  services,  removal  of  cost  barriers,  and  active  outreach 
to  patients  would  encourage  use  of  these  services. 

2-   Public,  patient,  and  family  education:   Facts  about  diabetes 
essential  for  the  general  public  and  adult  and  juvenile  diabetic 
patients  (and  their  families)  to  know  and  understand  should  be  compiled. 
Existing  programs  could  be  coordinated  and  others  added  to  disseminate 
such  information.   These  could  include  formal  classes  and  discussion 
groups,  as  well  as  printed  material. 

3«   Psychological  support:   Clubs  or  other  organizations  for 
juvenile  and  adult  diabetics  could  be  promoted  along  with  summer  camps 
for  juvenile  diabetics.   In  addition,  counseling  resources  for  handling 
special  problems  in  this  area  would  be  identified.   Diabetics  would  be 
referred  by  physicians,  health  department  staffs,  nutritionists,  and 
others  likely  to  recognize  patients  needing  such  services. 

4 •   Physician  information  and  education:  A  focal  point  within  the 
community,  perhaps  as  part  of  the  resource  registry,  could  inform 
physicians  and  respond  to  inquiries  about  where  to  refer  patients 
with  complicated  problems.   Plans  could  be  made  to  conduct  seminars  to 
disseminate  new  scientific  information  and  inform  physicians  of  avail- 
able local  resources.   These  seminars  would  be  conducted  at  various 
locales  throughout  the  community. 

5  *   Patient  and  family  outreach:   Concerted  efforts  should  be  made 
to  make  certain  that  patients,  particularly  those  with  special  social 
or  medical  problems,  are  seen  regularly.   Public  health  nurses,  school 
counselors,  and  others  likely  to  have  contact  with  these  individuals 
could  be  involved  in  this  effort.   Follow-up  of  cases  identified 
through  screening  programs  should  also  become  part  of  any  outreach 
program. 


CDC  PROGRAM 

The  CDC  support  for  the  community  programs  will  include  technical 
and  administrative  support  for  the  DCP  advisor.   In  addition  to  training 
and  staffing,  ongoing  support  for  DCP  advisors  would  be  provided  through 
annual  conferences,  information  exchange  services,  and  consultations 
regarding  various  phases  of  work.   Field  staff  would  be  furnished 
procedural  guidelines  for  program  evaluation,  lists  of  known  resources 
and  sources  of  education  materials,  and  help  with  disease  surveillance 
and  collection  of  morbidity  and  mortality  data.   Also  CDC  staff  could 
be  used  for  special  local  surveys  to  determine  disease  or  complication 
prevalence. 
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Other  responsibilities  will  include: 

1.  Coordinating  control  program  activities  with  federal  and  non- 
federal institutions.   These  will  include  NIH,  Health  Services 
Administration,  Health  Resources  Administration,  other  federal 
agencies,  and  the  voluntary  health  agencies. 

2.  Developing  local  and  national  data  collection  methods  for 
evaluation  of  control  efforts.   These  will  include  provision 
of  guidelines  to  insure  standard  terminology  and  reporting  of 
community  data  and  development  of  criteria  for  evaluating  control 
program  impact. 

3.  Collecting,  analyzing,  and  disseminating  data  on  diabetes  mor- 
bidity and  mortality,  control  program  resources,  and  utilization 
of  services. 


4.  Providing  laboratory  support  for  virologic  studies  and  in  terms 
of  technical  consultations  for  maintaining  laboratory  quality 
control,  provision  of  reference  standards,  and  development  and 
evaluation  of  reference  and  routine  methodologies  for  the 
determination  of  diabetes-related  laboratory  tests. 

5.  Providing  consultative  assistance  to  the  community  programs 
regarding  surveillance,  case  registries,  and  epidemiologic 
studies,  education  and  training  of  public  health  and  other 
allied  health  professionals,  and  laboratory  methodology. 

6.  Assessing  and  encouraging  replication  of  effective  educational 
programs  for  patients,  families,  and  communities. 

The  CDC  diabetes  program  will  involve  also  a  diabetes  consultant 
committee  to  provide  technical  consultation  regarding  program  content, 
priorities,  and  effectiveness;  needs  for  special  program  efforts  or  new 
studies;  and  other  recommendations  regarding  the  diabetes  effort.   The 
committee  will  be  composed  of  persons  from  public  health,  research,  and 
clinical  backgrounds,  selected  to  represent  a  variety  of  federal  and 
non-federal  institutions.   The  committee  would  also  include  representa- 
tives from  consumer  and  voluntary  health  organizations.   Representatives 
from  the  proposed  National  Diabetes  Advisory  Committee  would  also  be 
included  on  the  CDC  committee. 


DEVELOPMENT,  IMPLEMENTATION,  STAFFING,  AND  FUNDING 


Funding  and  staffing  will  involve  two  components 
and  a  community  component . 


a  CDC  component 
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CENTER  FOR  DISEASE  CONTROL  COMPONENT 

The  following  description  of  CDC  diabetes  program  activities  includes 
both  professional  and  clinical  staff. 

Program  Direction  and  Administration:   Provision  of  overall  direc- 
tion for  CDC  diabetes  program,  coordination  with  other  agencies,  consul- 
tation on  new  programs,  grants,  and  contracts  management.   7  Positions 

Program  Development  and  Evaluation:   Guidelines  development  for 
community  programs,  standardization  of  data  collection,  epidemiologic 
studies,  program  evaluation,  data  analysis,  preparation  and  dissemina- 
tion of  reports.   12  Positions 

Education  and  Training:   Development  of  training  materials  and 
training  of  DCP  advisor;  continuous  evaluation  and  improvement  of  educa- 
tional methods  and  materials  for  DCP  advisors  and  other  allied  health 
personnel;  technical  assistance  consultations  with  state  and  local  DCP 
programs  regarding  training  and  education.   8  Positions 

Field  Operations:   Recruitment,  ongoing  support,  and  supervision  of 
DCP  advisors;  project  officers  for  contracts;  provision  of  on-site 
technical  guidance  for  overall  community  DCP  program.   7  Positions 

Laboratory  Services:   Support  of  virologic  and  serologic  studies; 
technical  consultations  regarding  maintenance  of  laboratory  quality 
control;  evaluation  of  reference  and  routine  methodologies  for 
diabetes-related  laboratory  tests.   6  Positions 

Total  CDC  Headquarters  Staff:   40  Positions 

Field  Staff:   For  each  community  DCP  program  established,  a  DCP 
advisor  position  must  be  allocated. 


COMMUNITY  COMPONENT 

An  initial  20  pilot  projects  will  be  funded  by  contract  mechanisms. 
Contingent  upon  their  demonstrated  effectiveness,  a  nationwide  program 
will  then  be  implemented  using  the  grant  mechanism  authorized  by  Section 
317  of  the  Public  Health  Services  Act.   The  pilot  contracts  will  be 
awarded  to  those  state  and  local  health  agencies  displaying  a  commitment 
and  interest  in  a  community  diabetes  program.   Selection  will  be  made  to 
insure  a  mix  of  geographical  locations,  and  a  variety  of  populations 
served  according  to  urban,  rural,  racial,  ethnic,  and  socioeconomic 
characteristics.   Attention  will  be  paid  also  to  funding  contracts  with 
state  or  local  agencies  near  an  already-functioning  or  proposed  Diabetes 
Center. 
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Each  contractor,  in  consultation  with  CDC,  will  develop  staffing 
plans  and  cost  proposals  in  line  with  existing  resources  and  program 
needs.  Considerable  variation  among  communities  can  be  anticipated. 
A  sample  plan  and  budget  is  shown: 

Personnel 

1  DCP  advisor  (already  described)  $  25,000 
h   Physician  (within  health  agency  to  provide 

medical  support  and  assistance  to  DCP  advisor 

and  diabetes  program)  25,000 

2  Information/Education  Specialists;  Nutrition- 
ists, Nurses  (Program  support  in  information, 
education,  outreach,  programs  for  diabetic 

patients,  and  families)  33,000 

2  Clerks/statistical  assistants  (data  collec- 
tion, processing,  analysis,  secretarial 
support)  23,000 

Travel 

Staff  travel  in  service  area  for  program  operation; 
travel  for  staff  and  other  local  persons  for 
training,  education,  conferences  8,000 

Materials  and  supplies 

Office  equipment  and  supplies,  postage,  distri- 
bution of  information  and  educational  materials, 
phones  10,000 

Overhead  26,000 

TOTAL  $150,000 

The  Diabetes  Control  Program  will  be  developed  and  implemented  in 
three  phases.   During  the  first  phase  (Years  1  and  2),  20  DCP  pilot 
projects  will  be  established,  ten  each  year.   It  should  be  noted, 
however,  that  the  initial  ten  pilot  projects  cannot  be  implemented 
immediately.   The  awarding  of  these  contracts  cannot  occur  without 
approximately  six  months  of  essential  developmental  lead  time,  which 
will  include  recruitment  of  headquarters  staff  and  DCP  advisors, 
necessary  time  for  the  procurement  process,  and  the  training  of  the 
DCP  advisors.   During  this  time,  there  will  also  be  discussions  with 
existing  state  and  local  health  programs,  particularly  concerning 
current  diabetes-related  activities.   These  discussions  will  provide 
information  regarding  present  program  needs,  deficiencies,  problems, 
and  available  data  and  control  program  resources.   During  this  period, 
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other  federal  agencies  and  programs  will  also  be  contacted  regarding 
activities  that  might  involve  the  diabetes  control  program.   These 
would  include  NIH,  Health  Services  Administration,  Health  Resources 
Administration,  the  Health  Systems  Agencies,  the  Professional  Standards 
Review  Organizations,  and  Social  Security  Administration.   The  informa- 
tion and  experience  gained  from  these  contacts  will  be  used  to  develop 
more  specific  plans  and  guidelines  for  implementation  of  the  second 
phase. 

During  the  second  phase  (Years  3  and  4) ,  the  program  will  be  ex- 
panded to  40  projects  and  the  funding  mechanism  switched  from  contracts 
to  grants.   The  results  and  experience  gained  from  these  programs  will 
be  used  to  formulate  guidelines  and  recommendations  for  establishing 
a  national  program  (Years  4  and  5). 

Attached  is  a  summary  of  projected  staff,  funding,  and  timetable 
for  development  of  this  program. 
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Resources  Required  to  Initiate  a  Diabetes  Control  and  Prevention  Program 

Center  for  Disease  Control 


$  in  Millions 

Funding 


Year  1 

A.  10  DCP  pilot  projects 

B.  CDC  technical  and  administrative 
support .   Program  development . 

Total 


Mechanism 


Contracts 

Direct 
Operations 


Amount 

$  1.5 

$2.1* 
$  3.6 


Year  2 


A.   20  DCP  pilot  projects  —  including 


B. 


the  10  funded  previously 
Continued  CDC  Program 


Contracts    $  3.0 


Direct 
Operations 


Total 


$  2.1 
$  5.1 


Year  3 

A.  Expand  to  40  Control  Projects 

B.  CDC  Program 

Total 


Grants 


$  6.0 


Year  4 

A.  Nationwide  DCP  program 

B.  CDC  Program 

Total 


Grants 


$  8.0 


Year  5 

A.  Nationwide  DCP  program 

B.  CDC  Program 

Total 


Grants 


$  8.0 


Positions 


10 

40 
50 


20 

40 
60 


40 


Direct 

Operations 

$  2.4 

45 

$  8.4 

85 

60 


Direct 

Operations 

$  2.6 

50 

$10.6 

110 

60 


Direct 

Operations 

$  2.6 

50 

$10.6 

110 

*   Includes  salaries,  fringe  benefits,  contracts  for  special  head- 
quarters studies  in  development  and  evaluation,  education,  and 
training,  laboratory  services,  and  travel  for  headquarters  staff. 
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Report  of  the 
WORKGROUP  ON 
NATIONAL  SYSTEM  FOR  DIABETES  DATA  RESOURCES 

to  the 
National  Commission  on  Diabetes 


Chairman: 
Arlan  Rosenbloom,  M.D. 
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NATIONAL  SYSTEM  FOR  DIABETES  DATA  RESOURCES  (NSDDR) 


PROBLEM 


A.   NEEDS : 

The  needs  of  a  national  diabetes  effort  are  perceived  by  the  various 
workgroups  of  the  National  Commission  on  Diabetes  to  include  coordinated 
data  collection  to: 

1.  Assess  the  social  and  economic  impact  of  diabetes. 

2.  Determine  whether  there  is  a  changing  frequency  of  diabetes. 

3.  Determine  distribution  patterns  by  age,  sex,  geographic  area, 
ethnicity,  and  within  families. 

4.  Identify  aggregations  of  cases. 

5.  Ascertain  the  contribution  of  diabetes  to  mortality. 

6.  Determine  health  care,  program  and  training  needs  for  diabetes. 

7.  Determine  cost  effectiveness  and  cost  benefits  of  education, 
treatment  and  screening  programs. 

8.  Register  persons  with  unusual  or  specific  forms  of  diabetes  for 
collaborative  investigations. 

9.  Provide  a  resource  for  knowledge  of  current  investigational 
metabolic  disorders. 

B.   NEED  FOR  STANDARDIZATION: 

The  accumulation,  collation,  and  interpretation  of  data  for  clinical, 
epidemiologic,  and  genetic  studies  require  standardization  of  basic  data 
collection  and  terminology. 

II.   IMPACT 

The  lack  of  adequate  data  impairs  planning  and  evaluation  of  services 
for  persons  with  diabetes  and  inhibits  research  into  the  causes,  treat- 
ment, and  natural  course  of  diabetes,  especially  as  it  relates  to  chronic 
complications. 
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III.   STATE  OF  THE  ART 
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1.  Diabetes  is  recognized  as  a  significant  health  problem  by  the 
National  Diabetes  Act  which  requires  the  careful  and  continuous 
accumulation  of  data  of  many  types. 

2.  However,  problems  of  fragmentary  data,  gathered  in  ways  that  are 
not  comparable,  and  lack  of  compilation  and  focus  by  any  single 
body,  have  impaired  attempts  to  assess  the  magnitude  of  the  dia- 
betes problem.   Likewise,  the  evaluation  of  the  impact  of  the 
disease  and  its  chronic  complications,  its  contribution  to  mor- 
tality, patterns  of  inheritance,  age  and  sex  distribution,  and 
cost  effectiveness  of  screening  and  therapeutic  efforts  is  also 
frustrated.   Brooke  has  emphasized  that  many  theories  are  pro- 
mulgated and  extensive  research  projects  and  service  programs 
are  established  on  the  basis  of  statistical  findings  from  popula- 
tion data.   Thus,  the  quality  of  such  data  is  extremely  impor- 
tant.  The  paucity  of  information  reflects  the  chronic  dearth  of 
resources  available  for  diabetes. 

It  has  been  suggested  that  a  National  Diabetes  Registry  be  developed 
which  could  provide  prevalence  data,  demographic  information,  health 
care  data  related  to  diabetes,  and  identify  a  population  available  for 
a  variety  of  genetic,  therapeutic,  and  natural  history  studies.   Addi- 
tionally, it  had  been  proposed  that  a  registry  might  be  useful  for  dis- 
seminating diabetes  educational  information.   Basic  problems  in  the 
establishment  and  sustenance  of  a  registry  involve  the  need  for  a  clear- 
cut  set  of  goals  with  high  motivation  and  involvement  of  the  persons 
responsible  for  the  initiation  and  service  of  the  registry.   Additional 
problems  in  a  registry  for  diabetes  are  the  bias  of  a  voluntary  regis- 
tration and  problems  of  confidentiality. 

Pertinent  to  the  consideration  of  a  National  Diabetes  Registry  is 
the  question  whether  there  are  successful  registers  in  other  countries. 
In  England  registration  of  newly  diagnosed  insulin-dependent  youngsters 
has  been  solicited  only  since  1972.   This  side-steps  the  difficulty  of 
confirming  diagnosis  in  non- insulin-dependent  patients  and  greatly  re- 
duces the  number  of  patients  that  need  to  be  registered.   Nonetheless, 
compliance  appears  to  be  concentrated  principally  around  medical  centers 
where  interest  is  high.   Sweden  does  not  have  a  diabetes  registry  per 
se,  but  does  have  records  on  all  school-going  children  with  diabetes 
because  the  school  health  program  is  a  source  of  their  medical  care. 
This  data  has  not  been  promulgated.   Bulgaria  has  .5%  of  its  8.5  million 
population  registered  as  diabetic  patients  and  is  the  only  country  which 
claimed  to  have  a  National  Diabetes  Registry  according  to  the  recent 
World  Health  Organization  survey.   A  potential  national  registry  exists 
in  Canada  where  all  medical  care  is  provided  through  Provincial  Health 
Insurance  plans.   Similarity  of  the  health  care  system  to  that  of  the 
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United  States  as  well  as  the  similar  socioeconomic  status  of  the  popula- 
tion make  this  data  resource  interesting.   It  is  noteworthy  that  this 
resource  has  not  been  exploited  because  there  has  not  been  a  provincial 
or  national  Canadian  program  needing  the  information.   The  single  excep- 
tion has  been  Simpson's  analysis  of  records  of  the  relatively  stable 
Prince  Edward  Island  population.   This  analysis  was  used  to  develop 
diabetes  risk  data. 

It  has  become  axiomatic  that  valid  data  can  only  be  obtained  when 
the  person  obtaining  the  data  is  able  to  see  the  programmatic  context 
of  the  activity  as  well  as  the  program  ends  served.   This  is  best  accom- 
plished by  a  high  level  of  program  presence  which  includes  coordinated 
services  to  patients,  educational  services  to  health  personnel,  and 
feedback  emphasizing  the  importance  of  the  data  collected.   Such  a  con- 
stituency would  be  impossible  to  sustain  nationally  but  certainly  could 
be  accomplished  in  some  regions  of  the  United  States. 

The  challenge  to  develop  a  system  to  coordinate,  standardize, 
analyze,  and  disseminate  "all  data  useful  in  the  prevention,  diagnosis, 
and  treatment  of  diabetes  mellitus"*  need  not  imply  only  novel  collec- 
tion efforts  or  singular  design.   Prevalence  information  of  known  and 
unknown  diabetes  in  adults,  for  example,  can  be  provided  by  a  properly 
advised  National  Health  Interview  and  Examination  Survey.   For  children 
and  youth,  however,  population-based  registration  is  needed  in  a  number 
of  areas  to  determine  ethnic,  sex,  socioeconomic,  viral  infection,  and 
other  influences.   In  the  development  of  longitudinal  studies  of  treated 
children  and  youth  and  both  treated  and  untreated  adults,  registration 
need  not  be  complete  but  sampling  must  be  representative. 


IV.   FUTURE  DIRECTIONS 


GOAL: 


The  development  of  a  system  that  will  provide  a  valid  data  base  for 
planning  and  evaluation  of  services  for  persons  with  diabetes  and  re- 
search into  the  causes,  treatment, and  natural  course  of  diabetes. 


B.   SPECIFIC  OBJECTIVE: 

Establishment  of  a  national  system  for  diabetes  data  resources  to 
standardize  diabetes  data  collection,  coordinate  existing  and  future 


TL  93-534  sec  3e:7 


137 


data  resources,  guide  the  development  of  data  collection  systems  aimed 
at  specific  questions,  and  provide  pertinent  information  to  persons  and 
organizations  concerned  with  diabetes. 


C.   APPROACHES; 

The  strategy  proposed  is  to  establish  a  structure  within  which  the 
specific  objectives  are  served.   The  elements  of  that  structure  are 
designed  to  utilize  and  coordinate  existing  data  resources,  to  focus 
their  expanded  efforts  under  the  National  Diabetes  Act  and  to  emphasize 
coordinated  data  collection,  analysis,  and  dissemination  from  the  incep- 
tion of  new  diabetes  programs. 

The  major  components  (see  exhibit  1)  of  the  National  System  for 
Diabetes  Data  Resources  (NSDDR)  are  the  National  Institutes  of  Health, 
the  Center  for  Disease  Control  and  a  proposed  National  Diabetes  Data 
Group  (NDDG).   Their  responsibilities  to  the  NSDDR  are: 

1.   NIH  (see  exhibit  2). 

a.   National  information  center  for  diabetes  research. 


g 


b.  Annual  publication  of  a  compendium  of  current  diabetes 
research  (clinical,  basic,  epidemiologic). 

c.  Stimulation  and  review  of  diabetes  population  research. 

d.  Liaison  (planning,  coordination,  data  analysis)  with  CDC 
NDDG. 


2.  CDC  (see  exhibit  3) 

a.  Standardization  of  terminology,  methodology  and  data 
collection. 

b.  Fostering  of  local,  regional,  and  state  diabetes  control 
programs  and  data  systems. 

c.  Clearinghouse  for  diabetes  program  information. 

d.  Collection,  analysis,  and  dissemination  of  epidemiologic 
data  pertinent  to  diabetes  control. 

3.  NDDG  (see  exhibit  4) 

a.   Fostering  of  collection,  analysis,  and  dissemination  of 
diabetes  data  related  to  public  policy  concerns. 
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b.  Publication  of  a  Diabetes  Source  Book  every  five  years. 

c.  Development  of  international  liaisons  to  foster  data  collec- 
tion from  other  countries,  especially  Canada. 


D.   PROJECTS: 

Specific  projects  relating  to  data  needs  are  addressed  by  appropri- 
ate workgroup  and  subcommittee  reports.   The  projects  noted  here  are 
pertinent  to  the  data  collection  system  per  se. 

1.  National  Information  Center  for  Diabetes  Research:   The  purpose 
of  this  project  is  to  provide  a  central  resource  for  individuals  and 
groups  seeking  information  on  current  investigational  efforts  in  diabe- 
tes.  Resources  already  exist  for  collection  and  dissemination  of  infor- 
mation of  investigational  efforts  in  diabetes  and  related  endocrine  and 
metabolic  disorders.   Two  such  resources  are  the  National  Library  of 
Medicine  (completed  and  published  research),  which  is  currently  being 
used  by  the  National  Institute  of  Arthritis,  Metabolism,  and  Digestive 
Diseases  in  two  publications,  Diabetes  Literature  Index  and  Endocrinology 
Index   and  Smithsonian  Science  Information  Exchange  (current  research) . 
These  require  increased  financial  support  and  participation  by  users 

to  improve  quality,  completeness,  and  value.   Implementation  should  be 
immediate  at  a  cost  of  approximately  $200,000.   (See  Appendix.) 

2.  Compendium  of  Current  Diabetes  Research:   The  purpose  of  a  com- 
pendium on  current  diabetes  clinical,  basic, and  epidemiologic  research 

is  dissemination  of  the  current  research  component  of  the  National  Infor- 
mation Center  for  Diabetes  Research.   Editorial  commentary  and  discussion 
of  directions  would  be  needed  to  provide  guidance  to  a  potential  investi- 
gator or  organization  supporting  the  research.   NSDDR  goals  would  be  met 
through  stimulation  of  investigations  and  increased  diabetes  visibility. 
Implementation  should  be  early  and  part  of  the  cost  for  the  National 
Information  Center  for  Diabetes  Research.   (See  Appendix.) 

3.  National  Diabetes  Data  Group  (NDDG)  (see  exhibit  5):   This  pro- 
ject is  designed  to  foster  collection,  analysis  and  dissemination  of 
diabetes  data  of  importance  in  public  policy  decisions.   (See  Project 
Summary  sheet  for  details.)   Implementation  should  be  immediate  at  an 
annual  cost  of  $200,000. 

4.  Health  Statistics  Data  Library:   This  project  would  lie  within 
the  responsibilities  of  the  NDDG.   It  would  permit  public  access  to 
clean  data  tapes,  and  necessary  documentation  of  health  related  data 
collected  by  the  various  components  of  the  NSDDR. 


143 


Q 
Q 


r. 


H 
M 
pq 

M 

X 

w 


Q 

Q 


o 

EC 
(9 

< 

< 
Q 

(A 
ui 


3 


LU 


< 

< 


LU 

> 

1- 

< 

H  z 

Z 

o 

E  2 

°  b 

C/3 

i  < 

cc  en 

AUT 
ANIZ 

JRPE 
NDD< 

-J  CD 

<S 

<   CC 

X 

Z  O 

o 

O 

< 

Z 

CO 
LU 

<  LU 

I- CD 
Z< 

\i 

CD    >< 
Z         lu 


LU 
CO 
LU 
CC 
Q. 
LU 
CC 


144 


CO 

LU 

o 
coz 

LU  LU 

I- CD 

LU     LU  << 
LU     00  ^ 

h  <  m 

s     £5 

O         CO 

o 

CO 
CC 

Q.  LU 

G  -i 

— 1 

o 
o 


LU 

CQ  > 

=>  CC 
0.  Cl 


LU 

D  CC 
Q.  0. 


5.   Diabetes  Source  Book:   The  NDDC  should  immediately  address  the 
task  of  developing  guidelines  for  information  to  be  included  in  a  new 
book  to  be  published  within  6-12  months.   Plans  should  also  be  made  for 
subsequent  volumes  which  would  be  published  every  five  years.   Rather 
than  accumulation  and  presentation  of  any  data  available,  organization 
should  be  directed  to  the  purpose(s)  data  will  serve  (e.g.,  planning  of 
services,  patient  counseling,  national  priority  setting)  or  hypotheses 
to  be  tested.   The  initial  publication  attempt  will  emphasize  data  needs 
and  the  improvements  necessary  for  implementation  of  data  collection  for 
the  next  edition.   Funding  is  covered  in  Item  3  above. 

The  development  of  a  Diabetes  Control  Program  by  the  Center  for 
Disease  Control  requires  standardization  of  data  collection,  integration 
with  service  programs  and  feedback  to  meet  a  wide  range  of  public  and 
private  informational  needs.   The  details  of  the  CDC  program  are  pre- 
sented elsewhere  (see  the  Report  of  the  Workgroup  on  the  CDC,  Vol.  3, 
Part  6);  a  diagram  of  the  relationships  between  CDC  and  local  programs 
follows : 


CDC 
DIABETES 
CONTROL  PROGRAM 
(DCP) 


LOCAL 
ADVISORY 
COMMITTEE 


STATE 
ADVISORY 
COMMITTEE 


STATE 
HEALTH  AGENCY 


LOCAL 
HEALTH  AGENCY 
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STATE 
DCP 


LOCAL  DIABETES 
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6.  Regional  Diabetes  Program  -  Standardization:   In  order  to  insure 
that  data  obtained  in  local,  regional  and  state  programs  are  standardized 
in  terminology  and  methodology,  the  Center  for  Disease  Control  will 
develop  standards  for  collection  of  data  in  conjunction  with  the  other 
major  units  of  the  National  System  for  Diabetes  Data  Resources.   Stand- 
ardization and  unification  will  be  facilitated  by  the  development  of 
computer  scanning  techniques  for  data  recording. 

7.  Diabetes  Control  Program  -  Service-Integrated  Data  System:   This 
aspect  of  the  Diabetes  Control  Program  is  a  pilot  project  to  test 

the  standardized  data  collection  with  all  new  and  on-going  cases  in  a 
community.   This  project  is  instrumental  in  developing  a  system  for 
identifying  consultative,  educational,  dietary,  and  other  needs  for 
assisting  the  community  to  provide  optimal  diabetic  care.   Such  a 
community-wide  project  would  require  development  with  a  local  advisory 
group  and  cooperation  with  all  health  personnel  working  with  persons 
with  diabetes.   This  would  clearly  require  that  a  value  be  returned  to 
the  providers  of  these  services  by  the  diabetes  control  program  indivi- 
duals and  a  value  be  perceived  for  the  data  accumulated.   Since  the  local 
diabetes  program  is  the  functional  unit  of  the  diabetes  control  program 
and  the  data  resource,  this  pilot  approach  will  be  essential  to  avoid 
costly  error  and  permit  adjustments  in  methodology  and  attitude. 

8.  Diabetes  Control  Program  ~  Information  Clearinghouse:   The  pur- 
pose of  this  project  is  to  provide  a  resource  registry  for  patients, 
professionals  of  all  types  involved  with  diabetes,  and  organizations 
with  an  interest  in  diabetes.   It  will  also  provide  a  source  of  refer- 
ence for  current  epidemiologic  data  to  interested  persons  and  organiza- 
tions.  This  clearinghouse  would  bring  together  information  regarding 
resources  available  from  the  other  components  of  the  National  System  of 
Diabetes  Data  Resources  as  well  as  resources  from  voluntary  health  organ- 
izations and  local  and  state  diabetes  control  programs.   The  clearing- 
house would  either  directly  respond  to  informational  and  program  needs 

or  provide  appropriate  referral  to  original  sources. 

9.  Diabetes  Control  Program  -  Reports:   The  report  of  the  DCP  will 
reflect  the  activity  of  the  program  and  should  be  a  pertinent  and  useful 
feedback  to  the  collectors  of  data  at  the  local  program  level.   Addition- 
ally, the  reports  will  be  collated  by  the  NDDG  as  it  develops  the  quin- 
quennial report  and  periodic  updates.   The  reports  will  form  part  of  the 
source  of  the  DCP  information  clearinghouse  as  well.   The  reports  will 

be  dispersed  to  the  public  upon  request,  in  a  standardized  fashion,  by 
the  local  and  state  diabetes  control  programs  at  the  Center  for  Disease 
Control.   The  type  of  data  which  could  be  included  in  a  unitized  system 
would  appear  at  several  levels  of  complexity  which  could  be  separated 
into  modules.   Health  professionals  involved  with  the  patients  would 
have  access  to  data  as  to  a  medical  record.   Communication  of  educational 
materials  or  recruiting  the  patients  for  research  purposes  would  require 
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the  approval  of  the  local  advisory  group  and  the  patients.   Data  accumu- 
lation at  the  state  level  would  be  without  the  capability  of  coding  by 
name, and  transmittal  of  data  to  the  national  system  at  CDC  would  be 
similarly  anonymous. 

In  the  following  diagram  these  projects  are  depicted  at  four  levels. 
Level  I,  data  and  information  gathering,  is  identified  with  the  appro- 
priate organizational  element.   Level  II  comprises  the  two  information 
services.   Level  III  illustrates  the  frequent  bulletins  and  reports,  and 
Level  IV  shows  the  three  developed  publications. 
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VI.   PROJECT  SUMMARY  SHEETS 
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PROJECT  SUMMARY  SHEET  —  NSDDR-1 


PROJECT  TITLE:   NATIONAL  INFORMATION  CENTER  FOR  DIABETES  RESEARCH 


OBJECTIVE:      To  provide  a  central  resource  for  individuals  and  groups 
seeking  information  on  investigational  efforts  in  diabe- 
tes and  to  facilitate  review  of  potential  data  sources 
and  uses. 


2 


• 


APPROACH  TITLE: 

Collation  of  information  on  investigational  efforts  in  diabetes. 

DESCRIPTION  OF  PROJECT: 

Information  on  past  and  current  research  relative  to  diabetes  will 
be  collated  and  available  to  individuals,  groups,  and  agencies  for 
information  or  planning.   Such  a  collation  will  facilitate  review 
of  potential  data  sources  by  the  National  Diabetes  Data  Group. 
(See  Appendix  for  details) 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  The  establishment  of  responsibility  in  appropriate  federal  or 
private  agencies   (e.g.,  NIAMDD,  National  Library  of  Medicine, 
Smithsonian  Science  Info.  Exchange). 

2.  Development  of  liaison  with  all  public  and  private  organizations 
and  individuals  engaging  in  diabetes  research. 

PRESENT  STATUS: 

The  National  Diabetes  Act  directed  the  National  Institutes  of  Health  to 
form  a  Diabetes  Mellitus  Coordinating  Committee  to  bring  together 
a  compendium  of  diabetes  activities  in  the  federal  system.   The 
Smithsonian  Science  Information  Exchange  has  on  file  some  2000 
diabetes-related  research  project  summaries  from  federal  and  non- 
federal sources,  and  this  system  could  readily  be  expanded  to  im- 
prove collection,  collation  and  dissemination.   Information  on  com- 
pleted and  published  research  efforts  in  diabetes  and  related 
endocrine  metabolic  disorders  is  available  through  the  literature 
index  published  by  the  NIAMDD. 
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INPUT  REQUIRED: 

An  estimated  budget  of  $200,000  per  year  would  be  required  to  im- 
prove the  data  collection  of  the  Smithsonian  Science  Information 
Exchange  and  produce  reports. 


FORM  OF  RESULTS: 

Increased  visibility  and  knowledge  of  research  activities  by  inter- 
ested persons,  organizations  and  stimulation  of  increased  numbers 
of  research  applications.   Increasing  use  of  custom  searches  and 
improving  quality  of  individual  research  reports. 
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PROJECT  SUMMARY  SHEET  —  NSDDR-2 


PROJECT  TITLE:   COMPENDIUM  OF  CURRENT  DIABETES  RESEARCH 


OBJECTIVE 


To  assure  that  data  about  diabetes  clinical,  basic  and 
epidemiologic  research  is  collected,  integrated, and 
disseminated  (supplement  to  National  Information  Center 
for  Diabetes  Research  project). 


APPROACH  TITLE: 

Periodic  publication  of  a  compendium  of  current  diabetes  research. 
DESCRIPTION  OF  PROJECT: 

Purposes  of  this  project  extend  those  of  the  current  research  com- 
ponent of  the  National  Information  Center  for  Diabetes  Research- 
the  publication  of  a  Compendium  allows  for  editorial  commentary 'and 
discussion  of  research  directions  which  can  guide  the  potential 
investigator  or  assist  in  planning  by  organizations. 

KEY  EVENTS  CRITICAL  TO  THE 

SUCCESS  of  projectI 

Same  as  for  National  Information  Center  for  Diabetes  Research. 
PRESENT  STATUS: 

Same  as  for  National  Information  Center  for  Diabetes  Research. 

FORM  OF  RESULTS: 

1.  Quarterly  publication  of  6-10  research  bulletins  dealing  with 
specific  areas  of  research. 

2.  Annual  publication  of  Compendium  on  current  diabetes  clinical, 
basic, and  epidemiologic  research. 

(See  Appendix) 
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PROJECT  SUMMARY  SHEET  —  NSDDR-3 


PROJECT  TITLE:   NATIONAL  DIABETES  DATA  GROUP 


OBJECTIVE: 


To  insure  that  data  on  diabetes  from  multiple  sources 
be  collected  and  disseminated. 


• 


APPROACH  TITLE: 

National  Diabetes  Data  Group  to  foster  the  collection,  analysis, 
and  dissemination  of  diabetes  data  relating  to  public  policy 
concerns. 

DESCRIPTION  OF  PROJECT: 

A  permanent  National  Diabetes  Data  Group  will  be  established  by 
law.   The  chairperson  will  be  appointed  on  the  basis  of  merit  by 
an  appropriate  supervisory  agency  (e.g.  the  National  Committee  for 
Vital  and  Health  Statistics);  he  or  she  will  be  responsible  for 
appointing  other  members  of  the  group  who  will  represent  the  data 
resources  to  be  integrated.   These  resources  will  include  public 
data  collectors  (The  Center  for  Disease  Control,  The  National  Center 
for  Health  Statistics,  The  National  Center  for  Health  Services  Re- 
search, NIH),  private  data  collectors   (Smithsonian  Science  Informa- 
tion Exchange,  National  Disease  and  Therapeutic  Index,  Medic-Alert), 
public  diabetes  service  agencies  (Veterans  Administration,  Social 
Security  Administration),  private  diabetes  service  agencies  (teaching 
hospitals,  medical  groups),  and  voluntary  health  agencies  (American 
Diabetes  Association,  Juvenile  Diabetes  Foundation). 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Permanent  establishment  with  adequate  staffing  and  funding. 

2.  Appointment  of  Chairperson  on  merit  recognized  by  all  partici- 
pating agencies. 

3.  Appointment  of  the  work  group  by  the  chairperson  with  assurance 
that  all  members  have  credentials  in  diabetes  and  vested 
interest  in  successful  data  accumulation. 
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PRESENT  STATUS; 

There  is  presently  no  unit  or  office  which  brings  together  data  from 
multiple  sources  bearing  on  diabetes  epidemiology  and  scope. 

INPUT  REQUIRED; 

Salary  for  20%  time  chairperson,  full  time  secretary  and  staff  and 
funds  necessary  for  meetings,  workgroups, and  compilation  and  publi- 
cation of  the  quinquennial  Diabetes  Source  Book.   Additional  funds 
will  be  necessary  for  contracting  for  the  collecting  and  analysis 
of  data  by  non- governmental  agencies. 


FORM  OF  RESULTS: 


1. 
2. 
3. 


Quinquennial  Diabetes  Source  Book 

Increased  volume  of  data  available  for  the  Diabetes  Source  Book 
Increased  consistency  and  quality  of  data  available  for  the 
Diabetes  Source  Book  indicating  influence  on  the  data  collected 
and  its  analysis  by  the  DDG. 
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PROJECT  SUMMARY  SHEET  —  NSDDR-4 


PROJECT  TITLE:   HEALTH  STATISTICS  DATA  LIBRARY 


OBJECTIVE 


To  establish  a  library  of  data  relevant  to  diabetes  and 
other  acute  and  chronic  diseases  to  enable  access  to 
already  existing  and  future  data  such  as  that  collected 
in  the  National  Health  Interview  and  National  Health 
Examination  Surveys. 


DESCRIPTION  OP  PROJECT: 

To  establish  a  library  for  public  access  containing  data  tapes  and 
necessary  documentation  of  health  related  data,  to  be  made  available 
as  a  service  to  interested  investigators  and  agencies. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Establishment  of  the  National  Diabetes  Data  Group. 

2.  Facilities  to  copy  data  tapes  and  documents  at  a  reasonable  cost 

3.  Staff  and  funds  necessary  to  continually  maintain  and  update 
the  library. 

4.  Publication  of  availability  of  specific  data  sets  and  additions 
as  they  become  available. 

PRESENT  STATUS: 

Limited  (and  delayed)  access  to  selected  data  collected  by  National 
Center  for  Health  Statistics. 


INPUT  REQUIRED: 

Directives  to  appropriate  data  collection  agencies  to  supply  appro- 
priate information  for  public  usage. 


FORM  OF  RESULTS: 

Better  reporting  of  Health  Statistics,  and  alternatives  analyses 
which  would  more  fully  exploit  existing  resources. 
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PROJECT  SUMMARY  SHEET  —  NSDDR-5 


PROJECT  TITLE:   GUIDELINES  FOR  DIABETES  SOURCE  BOOK 


OBJECTIVE: 


Assure  that  data  about  diabetes  of  public  health  concern 
be  collected,  integrated,  and  disseminated  (supplement 
to  "National  Diabetes  Data  Group"  Project). 


APPROACH  TITLE: 

Working  group  to  set  guidelines  for  a  Diabetes  Source  Book 
DESCRIPTION  OF  PROJECT: 

The  group  would  address  the  vital  and  health  statistics  related  to 
diabetes  by  asking  the  following  questions  in  the  following  order: 


1. 


2. 
3. 


What  purpose  will  the  knowledge  serve?  Example:  Planning  of 
services,  patient  counseling,  assignment  of  national  priority 
etc.  yi 

Specific  hypothesis  testing  question  related  to  purpose. 
Data  presentation  necessary  for  hypothesis  testing,  tabulation, 
analysis, and  interpretation. 

Recommended  improvement  in  type  and  quality  of  data  collection 
and  analysis  and  suggested  mechanisms  to  implement  recommenda- 
tions. 


KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Constitution  of  workgroup. 

2.  Provision  of  funds  and  personnel  to  support  workgroup  activi- 
ties. 

PRESENT  STATUS: 

A  beginning  has  been  made  in  various  workgroups  of  the  National 
Diabetes  Commission  to  compile  statistics  about  diabetes.   The 
value  of  much  of  the  data  that  has  had  to  be  used  to  compile  these 
statistics  is  limited  because  original  accumulation  was  often  with- 
out clear  objectives  and  data  from  multiple  sources  were  obtained 
in  different  ways. 

FORM  OF  RESULTS: 

Guideline  to  the  quinquennial  diabetes  source  book  production. 
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PROJECT  SUMMARY  SHEET  —  NSDDR-6 


PROJECT  TITLE:   DIABETES  CONTROL  PROGRAM  -  STANDARDIZATION 


OBJECTIVE:      Insure  that  data  obtained  in  local,  regional, and  state 
programs  is  standardized  in  terminology  and  methodology 
for  national  utilization  and  comparison. 


3 


APPROACH  TITLE: 

Standardization  of  Terminology,  Methodology , and  Collection  of 
Epidemiologic  and  Program  Data 

DESCRIPTION  OF  PROJECT: 

In  conjunction  with  other  major  units  of  the  National  System  for 
Diabetes  Data  Resources  (NIH,  NDDG) ,  the  Center  for  Disease  Control 
will  develop  standards  for  the  collection  of  data  in  the  diabetes 
control  programs  which  will  provide  a  core  of  uniform  data.   One 
method  that  will  facilitate  the  standardization  and  unification  will 
be  the  development  of  computer  scanning  for  this  data. 

KEY  EVENTS  CRITICAL  TO  THE 
SUCCESS  OF  PROJECT: 

1.  Diabetes  control  program  within  the  Center  for  Disease  Control. 

2.  Appointment  and  training  of  diabetes  control  program  advisors. 

3.  Funding  of  state  and  local  diabetes  programs. 

A.   Appointment  and/or  identification  of  state  and  local  agents  in 
diabetes  control  programs. 

PRESENT  STATUS: 

Methodology  is  adequate  for  the  task  to  begin  when  the  key  events 
are  completed. 


INPUT  REQUIRED: 

See  CDC  proposal. 
FORM  OF  RESULTS: 


Body  of  reference  data  usable  in  program  planning  and  evaluation. 
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VII.      APPENDIX 
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A  Proposal  to  Establish  and  Operate 

a  National  Information  Center 

for  Diabetes  Research 


A.   Background  and  Statement  of  the  Problem 

The  National  Diabetes  Mellitus  Research  and  Education  Act  of  1974 
directs  the  formation,  under  the  authority  of  the  National  Institutes 
of  Health,  of  a  National  Commission  on  Diabetes.  One  of  the  tasks  of 
this  Commission  will  be  the  establishment  of: 

a  system  for  the  collection,  analysis  and  dissemina- 
tion of  all  data  useful  in  the  prevention,  diagnosis, 
and  treatment  of  diabetes  mellitus. 

It  is  further  directed  to  plan  for: 

establishment  of  programs  that  will  focus  and  apply 
scientific  and  technological  efforts  involving  bio- 
logical, physical,  and  engineering  science  to  all 
facets  of  diabetes  mellitus; 

and  for  the: 

appropriate  distribution  of  resources  between  basic 
and  applied  research. 

In  order  to  implement  these  directives,  the  workgroup  of  the  Commis- 
sion studying  data  needs  proposes  the  organization  of  a  National  System 
for  Diabetes  Data  Resources  (NSDDR) : 


1. 


to  standardize  diabetes  data  collection,  coordinate 
existing  and  future  data  resources,  guide  the  devel- 
opment of  data  collection  systems  aimed  at  specific 
questions, and  provide  pertinent  information  to  per- 
sons and  organizations  concerned  with  diabetes. 

The  three  major  components  of  NSDDR  would  be  the  National  Insti- 
tutes of  Health  (NIH) ,  The  Center  for  Disease  Control  (CDC), and 
a  proposed  National  Diabetes  Data  Group  (NDDG) .   Among  the  re- 
sponsibilities of  NIH  within  this  system  would  be: 


a)  establishing  a  National  Information  Center  for  Diabetes 
Research 

b)  annual  publication  of  a  Compendium  of  Current  Diabetes 
Research 
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c)   liaison  with  CDC  and  NDDG. 

2.  The  Smithsonian  Science  Information  Exchange  (SSIE)  is  ideally 
suited  to  provide  the  type  of  services  just  described,  for  the 
following  major  reasons: 

a)  SSIE  has  an  established  data  collection  network  which 
operates  as  a  support  service  to  the  U.S.  Government  to 
collect  information  about  research  in  progress. 

This  Government  affiliation  and  endorsement  should  make 
the  task  of  strengthening  and  improving  the  input  coverage 
more  successful.   SSIE  operates  as  an  integral  part  of  the 
Smithsonian  Institution.   Since  its  establishment  in  1949, 
the  data  collection  network  has  developed  to  include  all 
federal  agency  research  programs  (about  80,000  projects  per 
year).   In  the  field  of  diabetes  research,  SSIE  already  re- 
ceives descriptions  of  NIH-supported  grants,  contracts,  and 
intramural  research,  as  well  as  the  diabetes-related  pro- 
grams of  other  federal  agencies,  private  health  agencies 
and  foundations.   Channels  of  communication  also  exist  with 
foreign  countries  which  may  assist  the  input  of  new  material 
on  diabetes. 

b)  SSIE  has  established  mechanisms  for  continuous  updating  of 
all  projects  received,  so  that  each  ongoing  research  effort 
will  be  represented  by  a  new  summary  each  year  whenever 
possible. 

c)  The  SSIE  staff  is  made  up  of  individuals  with  graduate  level 
backgrounds  of  training  and  research  experience  in  subject 
disciplines  relevant  to  diabetes  research. 

The  present  SSIE  staff  represents  tens  of  thousands  of  man 
hours  of  experience  gained  in  the  analysis  and  indexing  of 
hundreds  of  thousands  of  research  project  descriptions,  and 
includes  both  continuity  and  stability:   some  scientific 
staff  personnel  have  been  with  the  Exchange  since  the  1950' s. 

d)  SSIE  has  a  flexible  hierarchical  indexing  system. 

Projects  are  assigned  to  as  many  categories  as  necessary  to 
fully  describe  the  subject  content  and  insure  that  as  much 
detail  as  is  available  in  the  project  description  is  pre- 
served in  its  representation  in  the  computer  record,  not  as 
isolated  specific  words  but  in  a  context  which  permits  re- 
trieval of  broader  concepts  which  subsume  these  words. 
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Major  indexes  deal  with  subject  areas  of  major  concern,  and 
can  be  modified  independently  of  one  another.   The  index 
structure  is  not  fixed  or  rigid.   Instead  .categories  are 
created  or  extensively  changed  at  will.   This  approach  has 
the  necessary  flexibility  to  incorporate  the  conceptual 
requirements  needed  by  the  Diabetes  Information  Center. 

e)   SSIE  has  experience  in  setting  up  an  information  center  for 
current  cancer  research. 

Since  January  1,  1975,  SSIE  has  been  functioning  as  the 
Current  Cancer  Research  Project  Analysis  Center  (CCRESPAC) 
under  the  International  Cancer  Research  Data  Bank  (ICRDB) 
Program.   As  such,  it  has  gained  considerable  experience  in 
soliciting  and  processing  input  from  foreign  and  domestic 
sources  hitherto  untapped,  and  in  developing  expanded  index 
structures  to  fit  the  needs  of  specific  disease-oriented 
data  banks.   The  presently  workable  volume  of  material  re- 
lated to  diabetes  mellitus  is  far  less  than  that  registered 
and  relevant  to  cancer,  so  that  the  management  of  this 
material  should  pose  no  problem  even  if  it  doubled  in  amount 

B.   Scope  of  Effort 

The  Smithsonian  Science  Information  Exchange  (SSIE)  proposes  to  sup- 
port the  efforts  of  the  NIH  component  of  the  National  System  for  Diabe- 
tes Data  Resources  (NSDDR)  and  the  National  Institutes  of  Health  by 
establishing  a  National  Information  Center  for  Diabetes  Research  which 
will  collect,  analyze,  index,  store, and  disseminate  brief  descriptions 
of  diabetes-related  research  in  progress  (including  protocols)  in  coun- 
tries throught  the  world.   This  support  will  be  provided  in  four  areas: 

1.  Identify  new  sources  of  input  of  diabetes  project  descriptions 
(including  sources  outside  the  U.S.),  collect  and  index  project 
descriptions  from  these  new  sources,  and  expand  coverage  of  ex- 
isting sources.   Improve  hierarchical  classifications  and  other 
vocabulary  usage  for  project  indexing  and  retrieval. 

2.  Provide  retrieval  services  to  all  investigators  and  administra- 
tive personnel  interested  in  diabetes  research,  to  include  both 
routine  selective  dissemination  of  information  and  custom 
searches  of  the  file,  based  on  detailed  subject  retrieval  capa- 
bility alone  or  in  combination  with  administrative  information 
retrieval. 

3.  Prepare  quarterly  research  bulletins  dealing  with  specific  sub- 
ject areas,  and  distribute  to  those  active  in  the  field  of 
diabetes. 
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Produce  an  annual  Compendium  of  Current  Diabetes  Research. 
Actively  disseminate  this  compendium  as  a  means  of  encouraging 
and  stimulating  comprehensive  input  of  new  work,  and  as  a  prac- 
tical tool  for  use  by  those  involved  in  research  on  diabetes. 

Undertake  other  tasks  requiring  technical  subject  competence 
(such  as  special  indexing  or  abstracting  tasks)  as  required  by 
the  NSDDR  Program. 
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C.   Technical  Approach 

TASK  1:   GREATLY  EXPAND  INPUT  ACQUISITION  AND  IMPROVE  METHODS  FOR 

INDEXING  AND  RETRIEVING  DIABETES  RESEARCH  PROJECT  DESCRIPTIONS. 

The  two  major  subtasks  under  Task  1  are  (1.1)  acquisition  of  new 
diabetes  project  descriptions,  and  (1.2)  development  and  improvement  of 
new  conceptual  approaches  to  indexing  of  diabetes-related  data. 

Subtask  1.1   IMPROVE  INPUT  COVERAGE 

Subtask  1.1  involves  the  acquisition  and  processing  of  diabetes 
project  descriptions,  and  provides  direct  support  to  the  solicita- 
tion of  additional  and/or  more  definitive  reports  of  research  in 
diabetes.   This  effort  shall  include  expanding  the  participation  of 
domestic,  f oreign  ,and  international  agencies  concerned  with  diabetes 
and  related  activities  and  arranging  for  the  provision  of  diabetes 
related  project  descriptions  to  the  SSIE  system;  identification  of 
incomplete  or  faulty  reporting  procedures;  and  the  active  solicita- 
tion and  acquisition  of  additional  or  improved  reports  of  research 
in  diabetes  and  related  subject  areas. 

1.1a  Develop  detailed  plan  of  procedure  for  Task  1.1,  and  deliver 
to  NSDDR  Program  Officer  for  Review. 

Initial  efforts  under  Task  1.1  will  be  devoted  to  the 
development  of  a  detailed  plan  and  procedures,  for  delivery 
to  the  NSDDR  Program  Officer  for  review  and  approval. 

Ongoing  research  covered  under  the  NSDDR  Program  falls  into  two 
classes,  for  purposes  of  this  SSIE  effort. 

1.  CLASS  1:   New  project  descriptions  which  must  be 
identified  and  obtained  for  the  data  base. 

2.  CLASS  2:   Those  project  descriptions  from  programs 
already  represented  in  the  SSIE  data  base. 
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Activity  1.1.1  -  For  Class  1  Projects,  identify  new  sources  of 
project  descriptions,  including  those  outside  the  U.S. 

For  Class  1  projects,  where  no  arrangements  exist  for  input  to 
the  Exchange,  Task  1  of  this  Agreement  will  provide  staff  for  active 
contact  of  national  and  international  sources  to  obtain  new  project 
descriptions.   This  will  involve  communication  with  organizations 
equivalent  to  SSIE  in  other  countries,  with  diabetes  research  centers 
and  control  programs  in  this  country  and  abroad,  and  with  other 
granting  organizations. 

These  contacts  will  involve  negotiation  of  a  mechanism  for 
annual  updating  of  diabetes  project  descriptions  by  individual  in- 
vestigators, either  directly,  through  NIH,  through  an  intermediary 
organization,  or  through  key  diabetes  researchers  or  centers  in 
foreign  countries. 

Activity  1.1.2  -  Actively  collect  new  diabetes  research  project 
descriptions  from  newly  identified  sources. 

Subsequent  to  the  establishment  of  liaison  arrangements  and 
channels  for  the  reporting  of  new  project  input,  periodic  communica- 
tion with  these  sources  will  allow  the  continuation  of  the  input  on 
a  regular  basis.   These  arrangements  will  also  permit  updating  of 
each  project  on  a  regular  basis  as  discussed  below,  as  is  the  prac- 
tice with  hundreds  of  SSIE's  reporting  sources  at  the  present  time. 
A  computer-based  tabulation  of  project  input  received  from  each 
source  is  maintained  and  printed  out  monthly  for  reference  purposes. 
While  not  specific  to  the  field  of  diabetes  research,  this  shows 
the  project  count  from  each  source  for  the  two  current  fiscal  years 
of  the  SSIE  active  search  file,  as  well  as  comparable  input  for  the 
same  period  in  the  previous  year. 

SSIE  will  identify  duplications  (the  same  project  submitted  from 
more  than  one  source)  and  will  delete  the  duplicates. 

Translation  which  is  not  done  in  the  country  of  origin  will  be 
done  at  SSIE  or  by  subcontract;  if  necessary,  funds  for  this  purpose 
will  be  diverted  from  other  activities  to  the  extent  required. 

As  in  the  case  of  Class  2  project  arrangements,  this  Agreement 
will  provide  support  for  checking  on  comprehensiveness,  improving 
quality,  and  ensuring  a  priority  approach  to  acquisition  and 
processing  of  diabetes-related  projects. 
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Activity  1.1.3  -  For  Class  2  Projects,  check  completeness  and  expand 
collection  of  diabetes  projects  from  existing  sources. 

For  Class  2  projects,  Task  1  support  will  provide  necessary 
staff  and  resources  to: 


) 


a.  give  priority  attention  to  the  acquisition  and  processing 
of  diabetes-related  input  into  the  data  bank:   this  will 
reduce  input  lag  time  from  receipt  of  project  descriptions 
to  their  incorporation  into  the  data  bank  to  a  minimum  level 
(approximately  two  to  three  weeks); 

b.  improve  liaison  with  existing  sources  of  input,  including 
diabetes  research  centers,  other  diabetes  research  organiza- 
tions, government  and  non-government  granting  agencies  and 
programs,  and  information  organizations  comparable  to  SSIE 
around  the  world; 

c.  make  a  monthly  check  of  project  listings  from  source  agencies, 
when  available,  to  ensure  that  all  projects  are  entered  into 
the  SSIE  system   (for  example,  in  the  case  of  NIH  supported 
projects  a  monthly  check  of  grant  and  contract  obligation 
lists  will  be  undertaken;  a  monthly  listing  and/or  tape  of 
new  projects  will  be  obtained  from  the  Division  of  Research 
Grants,  NIH); 

d.  design  and  prepare  tabulations  of  current  projects  by  agency, 
subject  areas,  investigators , and  others  as  may  be  agreed 
upon;  these  tabulations  will  be  reviewed  with  NIH  and/or 
committees  designated  by  NIH  to  obtain  opinions  and  sugges- 
tions regarding  the  comprehensiveness  of  the  data  base; 

e.  improve  the  quality  of  descriptions  submitted  for  registra- 
tion, by  organizational  or  individual  review  of  summaries 
prior  to  their  use  in  the  Compendium  of  Current  Diabetes  Re- 
search by  more  systematic  approaches  to  the  update  of  sum- 
maries, or  by  requesting  the  inclusion  of  specific  types  of 
information  in  a  specified  order  in  standardized  reports; 
and 

f.  update  each  diabetes  project  description  which  is  not  re- 
ceived from  a  supporting  organization  on  an  annual  basis,  by 
returning  it  to  the  principal  investigator;  this  would  be 
done  one  to  three  months  prior  to  its  expiration  date  as 
listed  with  SSIE  for  the  current  year  or  at  the  time  of  its 
use  in  the  Compendium  of  Current  Diabetes  Research,  with  an 
explanation  of  why  an  accurate  up-to-date  summary  of  his 
research  plans  for  the  coming  year  is  essential. 
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Based  on  its  own  analysis  and  on  the  comments  and  recommendations 
received,  SSIE  will  request  the  assistance  of  the  appropriate  agen- 
cies in  improving  the  quality,  timeliness  and  coverage  of  their  input 
to  the  Exchange.   SSIE  will  also  prepare,  and  review  with  the  NSDDR 
staff,  recommendations  with  respect  to  further  action  considered 
necessary  or  desirable  to  bring  the  comprehensiveness  of  SSIE's 
coverage  to  the  highest  level  obtainable  within  the  time  and 
resources  available. 

Activity  1.1.4  -  Make  minor  system  changes  as  necessary  to  accommo- 
date special  requirements. 

Although  the  initial  operation  of  the  Information  Center  will 
make  use  of  the  basic  SSIE  programs  and  procedures,  it  is  envisioned 
that  minor  system  changes  will  in  all  likelihood  be  required,  as 
with  any  new  program.   These  include  the  addition  of  selected  types 
of  specific  information  to  the  text  section  of  the  project  descrip- 
tion, the  adaptation  of  the  text  section  for  complete  and  accurate 
representation  of  names  which  have  been  abbreviated  in  their  appro- 
priate data  fields,  and  the  establishment  of  special  system  flow 
checks  and  techniques  for  the  expeditious  processing  of  diabetes- 
related  input.   Selected  program  modifications  may  also  prove  neces- 
sary during  the  development  of  reports  and  compilations  required 
under  Task  2. 

It  is  not  anticipated  that  the  initial  system  will  include 
lengthening  of  data  fields  to  accommodate  organization  names  which 
exceed  present  space  limitations,  as  some  received  from  other  coun- 
tries do;  this  type  of  change  involves  most  of  the  program  modules 
in  use  by  the  Exchange  and  would  require  extensive  reprogramming. 
Where  necessary,  the  test  space  of  the  project  description  will  be 
adapted  to  accommodate  very  long  names,  allowing  their  accurate 
representation  in  catalog  efforts  and  on  the  project  descriptions 
sent  out  on  custom  search  retrieval. 

Activity  1.1.5  -  Index  newly  obtained  input  and  perform  other 
processing  steps. 

Input  procedures  for  processing  new  project  summaries  are  well 
established  at  SSIE,  and  include  on-line  terminal  typing  of  the  full 
text  of  each  project  description  and  of  the  supporting  administra- 
tive information  for  each  project,  as  well  as  coding  and  entry  of 
project  location  and  performing  organization  components,  and  complete 
subject  indexing  of  each  task  description. 

Under  present  SSIE  policies  there  is  no  charge  made  for  normal 
input  processing  and  registration  of  new  research  summaries,  al- 
though clerical  support  for  special  procedures  designed  to  expedite 
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project  flow  under  the  NSDDR  Program  will  be  required.   This  support 
will  allow  separate  identification  of  NSDDR  projects  throughout 
processing  flow,  and  careful  attention  to  individual  problem  areas. 

Subtask  1.2   IMPROVE  HIERARCHICAL  CLASSIFICATION 

Work  under  this  Subtask  will  permit  optimization  of  scientific 
categories  used  for  indexing  and  retrieval,  including  refinement 
and  extension  of  hierarchical  classification  of  diabetes  research 
projects,  and  identification  of  dissemination  categories  useful  for 
subject  characterization  of  "affinity  groups"  (scientists  working 
in  the  same  subject  area). 

The  quality  control  of  subject  classifications  and  of  the  index- 
ing process  is  of  the  utmost  importance  to  the  success  of  the  Infor- 
mation Center.   Work  under  this  task  will  concentrate  on  concept 
hierarchies  essential  for  practical  retrieval  under  the  total  support 
effort,  including  the  several  types  of  output  products  listed  in 
Task  2. 

It  is  essential  to  develop  the  best  possible  indexing  tools,  in 
order  to  provide  highly  accurate  retrieval  of  diabetes-related 
information  for  research  scientists  and  research  administrators,  and 
for  management  information  systems  as  requested.   These  hierarchical 
classifications  are  required  for  faithful  representation  of  scien- 
tific concepts  and  sophisticated  retrieval  of  complex  interdisciplin- 
ary project  descriptions  coming  from  many  different  and  heterogeneous 
sources. 

The  types  of  demands  placed  on  the  retrieval  process  in  the 
field  of  diabetes  are  such  that  it  is  essential  to  be  able  to  re- 
trieve project  descriptions  by  using  both  very  broad  conceptual 
frameworks  and  highly  specific  terminology  with  equal  ease,  as  well 
as  all  types  of  conceptual  groupings  falling  between  these  two 
levels. 

Activity  1.2.1  -  Identify  existing  diabetes-related  classifications 
at  SSIE. 

In  accomplishing  the  above  objectives,  the  structure  and  usage 
of  existing  SSIE  classifications  related  to  diabetes  research  will 
be  examined  systematically  to  identify  all  subject  areas  which  may 
serve  the  needs  of  the  Information  Center  and  all  its  contributing 
organizations.   This  will  involve  the  similar  identification  of 
diabetes-related  categories  and  terms  used  by  other  organizations 
including  various  groups  within  NIH,  the  NIH  Thesaurus  of  Health 
and  Medical  Sciences  developed  in  the  Division  of  Research  Grants, 
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the  NLM  Medical  Subject  Headings  and  the  International  Classification 
of  Diseases  and  Operations.   The  purpose  of  this  activity  is  to  in- 
sure that  all  conceptual  requirements  of  diabetes  research  project 
descriptions  and  of  organizational  programs  dealing  with  diabetes  are 
completely  and  fully  represented  in  the  SSIE  classification.   In  this 
way  it  will  be  possible  to  retrieve  information  about  ongoing  re- 
search projects  from  all  the  different  conceptual  viewpoints  that  can 
be  identified  from  examination  of  existing  indexing  systems. 

Activity  1.2.2  -  Revise  and  improve  existing  SSIE  categories. 


1.2.2a 


Systematic  review  and  revision  will  be  undertaken  of  all 
SSIE  indexing  categories  which  have  proved  necessary  for 
the  conceptual  characterization  of  diabetes-related  pro- 
jects.  Based  on  the  considerations  discussed  in  Activity 
1.2.1,  additions  and  revisions  will  be  proposed  by  senior 
staff  members. 


1.2.2b 


The  revised  and  modified  categories  will  be  tested  on  sample 
groups  of  projects  to  verify  their  suitability  for  classifi- 
cation of  diabetes  and  related  research.   In  some  instances, 
existing  characterizations  will  be  subdivided  based  on 
sorting  out  of  the  projects  already  contained  in  them, 
whereas  in  other  instances  entire  new  groupings  will  have 
to  be  created. 


1.2.2c  After  category  revisions  are  tested  in  actual  use,  they  will 
be  reviewed  with  NIH  and  NSDDR  personnel  and  if  judged  suit- 
able, adopted  for  working  use  in  the  program.   Normal  SSIE 
category  change  procedures  will  be  followed. 

It  is  understood  that  classifications  once  adopted  are 
not  restrictive  in  any  sense:   the  SSIE  mechanism  for  cate- 
gory changes  is  flexible  enough  to  permit  category  revisions 
independently  of  one  another,  whenever  necessary,  or  even 
the  use  of  parallel  indexes  when  this  seems  advisable  to 
meet  retrieval  or  reporting  needs  of  cooperating 
organizations. 

Activity  1.2.3  -  Identify  categories  likely  to  be  most  useful  for 
dissemination  to  affinity  groups,  and  incorporate  them  into  the 
classification  as  special  categories. 

One  of  the  proposed  features  of  the  Current  Research  Information 
Center  which  is  expected  to  prove  particularly  useful  and  popular 
with  participants  is  the  regular  dissemination  of  appropriate  infor- 
mation to  "affinity  groups,"  which  are  groups  of  users  with  shared 
interest  in  some  problem  area  relating  to  diabetes.   (a)  The  SSIE 
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subject  categories  will  prove  useful  in  the  identification  of  appro- 
priate categories  for  information  dissemination,  in  their  hierarchi- 
cal context  in  relation  to  other  subject  areas.   Lists  will  be  drawn 
up  of  the  subject  topics  useful  for  work  with  affinity  groups,  and 
after  appropriate  review  and  adjustment,  these  topics  will  be  made 
integral  parts  of  the  SSIE  classification  system  and  used  for  sub- 
ject indexing  and  retrieval.   (b)  A  statement  of  scope  will  be 
provided  for  each  dissemination  category  developed  by  SSIE  as  a 
deliverable  item.   (c)  The  SSIE  file  will  be  utilized  to  help  iden- 
tify a  nucleus  of  membership  in  each  emergent  group,  based  on  re- 
search in  progress  by  individuals  in  the  area  in  question, 
(d)  Records  will  be  kept  of  numbers  of  current  research  projects 
represented  in  each  affinity  group,  and  larger  groups  will  be  sub- 
divided according  to  more  specific  research  concern  as  determined 
by  more  specific  subject  searches  of  the  SSIE  file.   (e)  Dissemina- 
tion categories  will  be  used  for  Task  2  and  3  activities  relating 
to  publication  and  distribution  of  products  and  services. 

TASK  2:   RETRIEVAL  SERVICES:   CUSTOM  SELECTIVE  DISSEMINATION  OF 
INFORMATION;  CUSTOM  SEARCH  SERVICES. 


The  two  most  widely  used  output  services  of  SSIE  are  (a)  the  custom 
searches  which  are  done  on  demand  and  (b)  the  periodic  update  of  informa- 
tion retrieved  according  to  a  profile  of  the  user's  interests.   Arrange- 
ments may  be  made  to  provide  these  services,  under  the  contract,  to 
scientists  and  administrators  as  designated  by  NIH. 


Subtask  2.1  PROVIDE  CUSTOM  SEARCH  SERVICES  AND  PUBLICIZE  AVAIL- 
ABILITY OF  SUCH  SERVICES. 

Activity  2.1.1  -  Prepare  specific  subject  searches. 


The  activities  of  the  NSDDR  Program  and  of  its  Research  Informa- 
tion Service  will  become  increasingly  well  known  to  its  potential 
users  as  a  result  of  the  activities  already  described.   The  volume 
of  request  services  is  expected  to  rise  as  a  function  of  elapsed 
time,  after  an  initial  lag  period. 


: 


Types  of  user  needs  expected  to  be  served  in  this  way  include 
the  following: 


To  identify  present  and  potential  contributions  to  diabetes 
research  from  other  disciplines  (all  of  which  are  already 
registered  at  SSIE).   These  can  be  viewed  as  a  reservoir  of 
talent  available  for  "unsolved  problems." 

To  identify  individuals  working  on  a  specific  diabetes 
problem,  as  a  type  of  "referral  service." 
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c.  To  identify  individuals  in  other  laboratories  and  in  other 
countries  who  share  common  interests,  and  to  put  them  in 
touch  with  one  another. 

d.  To  supply  project  descriptions  in  response  to  Congressional 
or  public  inquiries  about  research  in  progress  on  a  given 
topic. 

e.  To  assist  the  preparation  of  critical  reviews  and  of  bibliog- 
raphies, providing  leads  to  individuals  and  their  work. 

Activity  2.1.2  -  Prepare  printouts  of  input  for  participating  coun- 
tries and  organizations. 

As  a  program  aid  to  each  country  or  special  organization  that 
participates  by  contributing  project  summaries  for  their  current 
research  support,  a  yearly  computer  printout  which  compiles  and  pre- 
sents that  country's  or  organization's  complete  program,  including 
the  full  text  of  each  summary,  will  be  provided  at  no  cost  to  the 
recipient.   This  printout  will  be  suitable  for  use  as  copy  for  re- 
production or  for  reference  use  without  further  attention. 

Activity  2.1.3  -  Prepare  other  lists  and  tables  as  needed  for  manage- 
ment information  or  other  purposes. 

SSIE  will  prepare  special  listings  for  management  purposes,  upon 
request,  such  as  tables  of  data  and  computer  printouts  listing  pro- 
ject titles  arranged  in  geographic  sequence  or  in  sequence  by  sup- 
porting agency,  as  well  as  a  wide  variety  of  other  special 
arrangements : 

a.  To  show  patterns  of  clustering  in  research: 

•  The  degree  of  overlap  between  subject  areas. 

•  The  degree  of  overlap  between  similar  projects. 

•  The  institutional  or  departmental  distribution  of 
research  ("All  Diabetes  Research  in  Departments  of 
Pathology  in  Pennsylvania  Medical  Schools,  FY  1973"). 

b.  To  assist  management  information  systems  as  requested  in  the 
representation  of  an  agency's  support  of  diabetes  research 
or  in  providing  input  to  broader  surveys  of  diabetes 
research  support. 
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Activity  2.1.4  -  Help  to  publicize  availability  of  custom  search 
services. 

It  will  be  essential  if  the  information  center  program  is  to 
prove  useful  to  participants  that  knowledge  of  its  functions  and 
services  be  disseminated  as  widely  as  possible.   For  this  purpose 
several  steps  will  be  taken: 

a.   The  dissemination  of  reports  and  compilations  prepared  under 
the  NSDDR  program  is  partly  designed  to  encourage  participa- 
tion in  the  registration  of  new  input  but  will  also  serve 
to  call  attention  to  the  other  services  available  under  the 
program.   This  dissemination  effort  will  include  all  inves- 
tigators working  in  the  immediate  area  of  diabetes,  but 
also  organizations  that  support  or  perform  research  on 
diabetes-related  problems,  and  all  information  and  coordin- 
ation centers  affiliated  with  the  program,  including  organ- 
izations like  SSIE  in  other  countries.   Cooperative  release 
of  research  information  news  in  announcements  and  mailings 
undertaken  by  these  additional  centers  will  be  requested. 


b.   Special  mailings  will  be  made  as  resources  permit  to  inves- 
tigators whose  research  projects  indicate  an  interest  in 
problems  relating  to  or  likely  to  be  applicable  to  the 
study  of  diabetes.   In  this  way  not  only  will  awareness  of 
the  NDDS  Program  be  broadened,  but  other  investigators  may 
be  encouraged  to  focus  their  research  on  problems  of  imme- 
diate benefit  and  value  to  work  in  the  field  of  diabetes. 


c.   Finally,  attention  will  be  called  to  the  new  programs  and 
services  as  part  of  SSIE's  normal  activities  in  other  con- 
texts, including  other  mailings,  presentations  at  scientific 
meetings,  and  articles  or  announcements  in  appropriate 
journals  and  newsletters. 

Subtask  2.2   PROVIDE  SELECTIVE  DISSEMINATION  SERVICES  AND  PUBLICIZE 
AVAILABILITY  OF  SUCH  SERVICES. 

The  SSIE  has  available  programs  for  retrieving  all  summaries  of 
research  on  a  given  topic  or  set  of  topics  which  have  been  regis- 
tered and  indexed  during  the  most  recent  time  period.   The  frequen- 
cy with  which  these  are  produced  and  disseminated  may  be  monthly  or 
quarterly  depending  on  the  preference  of  the  requester.   These  com- 
pilations may  be  organized  in  any  of  the  ways  described  for  the 
custom  searches,  and  may  be  used  for  the  same  purposes  on  a 
continuing  basis. 
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CASK  3:   PRODUCE  AN  ANNUAL  COMPENDIUM  OF  CURRENT  DIABETES  RESEARCH 


SSIE  has,  over  the  years,  developed  the  capability  of  producing  cata- 
.ogs  or  compendiums  of  research,  using  sophisticated  computer  techniques, 
:hese  catalogs  can  be  chapterized  according  to  subject  matter  and  may  be 
.ndexed  according  to  any  or  all  of  the  following:   subject  areas  in  con- 
iiderable  detail,  performing  organization,  investigator's  name,  support- 
.ng  organization.   The  material  for  these  volumes  is  usually  produced 
»n  magnetic  tape  ready  for  photocomposition,  but  can  be  photoreduced 
md  printed  directly  from  computer  printouts  if  delay  caused  by  printing 
.rrangements  is  longer  than  desirable.   In  the  performance  of  Task  3, 
ISIE  will  organize  the  material  already  registered  in  the  area  of  dia- 
etes  research  and  the  new  input  which  will  be  generated  by  Task  1  into 
ppropriate  chapters  and  subchapters  as  desired  by  the  National  Diabetes 
ata  Group  and  NIH.   This  material  will  be  carefully  edited  and  the  mag- 
etic  tape  will  be  produced  within  three  months  from  an  agreed  upon  cut- 
ff  date  for  the  input  of  new  material. 

SSIE  will  assist  in  making  arrangements  for  printing  and  in  distri- 
ution  of  the  final  product,  the  annual  Compendium  of  Current  Diabetes 
esearch.   If  this  volume  is  produced  through  the  Government  Printing 
ffice,  the  printing  budget  will  have  to  be  arranged  separately  by  NIH; 
owever,  if  printing  is  arranged  through  a  non-federal  mechanism,  the 
ost  of  the  printing  can  be  subsumed  within  the  scope  of  this  Informa- 
ion  Center.   In  this  latter  eventuality,  the  printing  costs  would  add 
pproximately  $12,000  to  the  total  cost  (or  reduce  the  level  of  other 
ervices  to  be  provided  by  that  amount).   This  approach  also  would  avoid 
he  inherent  delay  of  GPO  printing,  which  is  often  a  matter  of  several 
onths. 


kSK  4: 


PREPARE  QUARTERLY  RESEARCH  BULLETINS  IN  SPECIFIC  SUBJECT  AREAS 
OF  DIABETES  RESEARCH. 


A  total  of  7  quarterly  Research  Bulletins  is  anticipated,  dealing 
ith  such  areas  as  treatment  and  patient  care,  insulin  release  and 
ztion,  related  endocrine  problems,  etiology  and  genetics,  epidemiology 
id  natural  history,  pathologic  correlates,  and  immunology,  with  an 
yerage  volume  estimate  of  125  projects  each. 

The  number  of  project  descriptions  in  each  bulletin  will  vary  as  a 
anction  of  time  during  the  year  (level  of  input  registration  and  size 
E  current  file),  and  time  period  covered,  and  specific  definition  of 
objects  covered. 

The  Research  Bulletins  will  be  prepared  in  single  column  format  ac- 
srding  to  a  standard  computer  program  for  their  production  (Attachment 
).   These  printouts  will  be  prepared  for  photocomposition  and  printing. 
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Printing  will  be  arranged  by  the  proposed  Information  Center  under 
the  scope  of  the  contract.   It  should  be  noted  that  prices  for  printing 
are  subject  to  periodic  increases,  and  that  such  price  increases  will 
consume  a  larger  proportion  of  the  total  resources.   For  this  reason  it 
is  particularly  important  to  have  a  certain  amount  of  flexibility  in 
the  budgetary  distribution  and  to  include  service  programs  which  can  be 
adjusted  upward  or  downward  depending  on  funds  available. 

TASK  5:   EVALUATE  EFFECTIVENESS  OF  REPORTS  AND  COMPILATIONS 


It  is  essential  to  make  optimal  use  of  resources  available  to  the 
National  Information  Center  for  Diabetes  Research;  for  this  reason, 
evaluation  of  the  reports  and  compilations  which  are  generated  under  the 
program  will  be  an  integral  part  of  the  SSIE  effort.   Staff  personnel 
will  prepare  a  draft  evaluation  form  which  will  be  intended  for  use  by 
the  recipients  of  custom  searches,  Research  Bulletins , and  the  annual 
Compendium  in  order  to  elicit  assessment  of  the  value  and  usefulness  of 
these  types  of  output  products  or  services.   Of  particular  concern  will 
be  the  extent  to  which  users  learn  of  new  projects  not  known  to  them  be- 
fore and  the  extent  to  which  they  establish  contacts  with  other  re- 
searchers engaged  in  similar  research.   At  the  same  time,  suggestions 
will  be  obtained  from  scientist  respondents  concerning  ways  of  improving 
the  service,  alternative  formats  which  may  be  preferred,  and  names  of 
new  contacts  whose  research  should  be  represented. 

The  draft  evaluation  will  be  submitted  for  review  and  revised  as 
necessary,  and  the  Exchange  will  provide  assistance,  in  whatever  way  is 
appropriate,  to  the  process  of  obtaining  clearance  from  responsible 
authorities  at  the  Office  of  Management  and  Budget,  NIH,  and  the  Smith- 
sonian.  After  clearance  is  obtained  the  form  will  be  routinely  included 
as  a  part  of  arrangements  made  with  all  who  participate  in  the  National 
Information  Center  for  Diabetes  Research. 

Upon  receipt  of  the  completed  questionnaires,  decisions  will  be 
made  concerning  follow-up  of  selected  individuals  who  have  raised  parti- 
cular questions,  as  well  as  those  who  have  not  responded.   Results  will 
be  tabulated  and  an  analysis  will  be  prepared  for  review  and  discussion. 


TASK  6:   SPECIAL  ACTIVITIES  AND  LIAISON. 

In  view  of  the  fact  that  the  proposed  NSDDR  encompasses  not  only  NIH 
but  the  CDC  and  a  National  Diabetes  Data  Group,  SSIE  may  be  able  to  per- 
form some  very  useful  liaison  among  the  three  groups.   It  also  stands 
ready  to  perform  any  other  tasks,  suitable  to  its  capabilities,  which 
may  be  requested  by  one  of  the  cooperating  organizations. 
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Subtask  6.1  LIAISON  ACTIVITIES. 

It  is  projected  that  a  clearinghouse  will  be  developed  within 
CDC  which  would  register  diabetes  program  information.   CDC  would 
also  be  asked  to  collect,  analyze  and  disseminate  data  pertinent  to 
diabetes  control,  and  to  foster  local,  regional  and  state  diabetes 
control  programs. 

With  all  of  these  efforts,  SSIE  will  be  of  assistance  since  it 
can  generate  printouts  of  diabetes  control  programs  organized  by  sub- 
ject matter  or  by  geographic  location.   These  printouts  could  be 
used  as  input  or  background  data  for  the  CDC  Clearinghouse  and  re- 
ports.  SSIE  could  also  provide  directories  in  printed  form  for  this 
information,  if  desired.   The  pattern  of  epidemiologic  studies  al- 
ready in  progress,  as  reflected  in  the  files  of  the  research  infor- 
mation center,  should  provide  particularly  useful  input  for  the  CDC 
clearinghouse  operation. 

Subtask  6.2   OTHER  SPECIAL  ACTIVITIES  . 

SSIE  has  a  staff  of  individuals  with  training  in  many  fields  of 
science  and  in  the  data  processing  area,  and  is  quite  flexible  in 
the  tasks  which  it  can  undertake.   In  the  context  of  other  programs 
of  support  provided  by  the  Exchange  these  have  included  abstracting 
of  clinical  treatment  protocols,  preparing  brief  summaries  of  longer 
documents,  special  indexing  of  material  of  interest  to  the  program, 
and  correlations  with  the  published  literature.   It  is  also  possible 
to  provide  data  helpful  for  the  analysis  of  trends  in  a  given  field, 
or  of  patterns  of  research. 

The  final  page  of  this  report  illustrates  the  type  of  information 
available  through  the  SSIE  system. 

).   Financial  Data 

The  following  table  is  a  Cost  Summary  for  the  proposal.   This  repre- 
sents levels  of  effort  as  now  envisioned.   As  the  program  develops  it  is 
Likely  that  newly  defined  priorities  will  emerge  by  joint  discussion 
among  participating  groups,  and  that  particular  parts  of  the  program  will 
De  more  emphasized  than  others.   As  this  happens,  the  resources  available 
to  the  National  Information  Center  for  Diabetes  Research  will  be  corre- 
spondingly redistributed.   This  will  also  allow  any  special  activities 
(Task  6)  to  be  undertaken  at  the  level  of  effort  required.   Additionally, 
there  may  be  costs  incurred  for  data  processing  of  input  if  there  is  a 
ieed  for  high  priority  processing. 
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Research  Bulletins  (Task  4) 

(7  quarterly  bulletins,  2000  copies/bulletin) 

Compendium  of  Current  Diabetes  Research  (Task  3) 
(1  annual  directory,  2000  copies) 


$56,000-84,000 


$18,000-22,000 


The  remainder  of  the  funds  would  be  distributed  as  follows: 


Task  1 

(Input  Acquisition  and  Vocabulary  Development) 


30% 


Task  2 

(Retrieval  Services) 


30% 


Task  5 
(Evaluation) 


10% 


Task  6 

(Special  Activities) 


30% 


As  stated  previously  these  are  estimates  of  levels  of  effort  which  are 
flexible  and  can  be  adjusted  as  needed. 
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Cost  Summary 


Personnel  Costs 

Direct  Labor 

Senior  Scientist 
Staff  Scientist 
Programmer /Analyst 
Technical  Assistant 
Editorial/Clerical 

Total  Direct  Labor 

Payroll  Related  Costs  at  32.4% 

Total  Personnel  Costs 

Overhead  at  54.0% 


Other  Direct  Costs 

Direct  Computer  Usage,  390  hrs.  at  $47/hr. 

Travel 

Direct  Materials 

Direct  Services 

Total  Other  Direct 

Total  Costs 

Fee  at  9.0% 

Total  Cost  and  Fee 


Hours 

Ral 

:e 

Dollars 

936 

2028 

936 

936 

3744 

$17 
9 
9, 
6. 
4. 

78 
61 
61 
32 
71 

$16 

19 

8 

5 

17 

68, 

22, 

90, 

49, 

,642 
,489 
,995 
,916 
,634 

676 

251 

927 

101 

18,330 
2,000 
3,000 

19,000 

42,330 

182,358 

16,412 

$198,770 
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This  report  was  prepared  as  a  supplement  to  and  in  cooperation 
with  the  Committee  on  Education,  the  Committee  on  Treatment,  the 
Workgroup  on  Socioeconomic  and  Psychosocial  Impact  of  Diabetes  and 
the  Workgroup  on  Diabetes  Research  and  Training  Centers. 
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INTRODUCTION 


From  the  months  of  hearings,  meetings,  and  reports  of  the  National 
Commission  on  Diabetes,  the  complementarity  between  diabetes  education- 
and-treatment  and  biomedical  research  has  emerged  as  an  underlying  theme 
of  an  integrated  effort  to  combat  diabetes.   The  various  Committees  and 
Workgroups  have  developed  recommendations  which  are  a  part  of  their  re- 
spective reports.   The  implementation  of  these  recommendations,  if  approved 
and  adopted,  requires  a  close  examination  of  the  availability  of  federal, 
state,  local,  public,  and  private  resources. 

The  identification  of  existing  resources,  as  they  presently  or  potentially 
relate  to  a  national  diabetes  program,  is  a  necessary  prerequisite  to  a 
coordinated  and  coherent  attack  on  diabetes  as  a  major  health  problem 


The  goal  of  the  Resources  Workgroup,  then,  is  to  assist  the  Commission 
by  identifying,  assessing,  and  recommending  various  available  resources 
and  by  suggesting  resource  program  development.   As  used  in  this  report 
the  term  resources  refers  to  funds,  personnel,  material,  or  expertise  in 
both  federal  and  private  sectors  that  can  be  utilized  as  inputs  in  the 
campaign  against  diabetes  mellitus. 

Because  special  committees  have  been  involved  in  the  identification 
of  resources  within  biomedical  research  areas,  the  Smithsonian  Science 
Foundation,  the  Center  for  Disease  Control,  the  Veterans  Administration, 
and  the  National  Center  for  Health  Statistics,  these  areas  and  programs 
have  been  largely  excluded  from  this  report. 

In  carrying  out  its  goals,  the  Resources  Workgroup  has  met  with 
Dr.  Theodore  Cooper,  Assistant  Secretary  for  Health;  Dr.  Donald  Whedon 
Director  of  NIAMDD;  Dr.  Kenneth  Endicott,  Administrator  of  Health 
Resources  Administration;  Dr.  John  Marshall,  Associate  Administrator  of 
Health  Services  Administration;  Dr.  Gene  Cohen  and  Dr.  Louis  Koplow, 
representatives  of  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration, 
as  well  as  representatives  from  the  National  Institute  of  Education,  the 
Center  for  Disease  Control,  the  Health  Systems  Agency,  the  Extension  Service 
of  the  United  States  Department  of  Agriculture,  the  Social  and  Rehabilitation 
Service,  the  National  Library  of  Medicine,  and  the  Hypertension  Program 
of  the  National  Heart  and  Lung  Institute.   Contacts  have  also  been  initiated 
with  representatives  from  labor  and  industry. 

Because  it  is  necessary  to  base  the  work  of  the  Workgroup  on  the  kind 
and  direction  of  recommendations  contained  in  the  Commission  report,  this 
report  and  work  is  still  in  a  preliminary  stage.   What  follows  is  a  partial 
listing  of  governmental  agencies  with  a  description  of  possible  areas  of 
significant  impact. 
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II.   FEDERAL  RESOURCES 


A.   INTRODUCTION 


1.   Overview.   Federal  resources  potentially  available  to  a  national 
diabetes  treatment  and  education  program  span  a  range  of  departments  and 
programs.   The  following  section  of  abstracts  presents  a  sample  of  this 
variety  of  governmental  involvement  in  health  programs  which  are  of 
potential  use  to  any  national  effort  in  diabetes  and  its  related  diseases, 

The  listing  which  follows  is  not  exhaustive;  further  research  will 
uncover  other  areas  of  potential  applicability.  Yet,  this  sampling  is 
intended  to  indicate  the  opportunities  available  for  a  diabetes  program. 

Federal  examples  in  all  divisions  of  The  Department  of  Health, 
Education,  and  Welfare,  including  particularly  the  National  Institutes 
of  Health,  in  the  United  States  Department  of  Agriculture,  and  in 
related  agencies  are  presented  in  this  summary. 


The  abstracts  include  sample  projects  which  have  used  the  funds  in 
a  health  effort  and  thus  provide  an  example  or  prototype  for  potential 
application  to  a  diabetes  effort.   Moreover,  an  attempt  is  made  to 
present  the  breadth  of  the  mandate  for  the  programs  and  thus  to  indicate 
the  variety  of  projects  which  could  be  developed. 

2.   Low  Income  Groups.   A  major  part  of  our  attention  in  searching 
out  potentially  relevant  federal  funds  was  the  applicability  of  those 
funds  to  low- income,  under served  populations. 


In  the  overall  U.S.  health  system,  health  care  services  have^been 
the  fastest  growing  division  of  the  federal  health  care  budget.   Never- 
theless, services  to  the  indigent,  as  defined  by  the  U.  S.  Bureau  of  the 
Census  (i.  e. ,  low-income,  underserved  population)  have  grown  at  a 
slower  rate  than  those  health  services,  declining  from  40%  of  the  total 
in  1969  to  33%  in  1974.  **   These  data  and  the  following  two  graphs  are 
from  the  National  Planning  Association,  Chartbook  of  Federal  Spending 
1969-74. 

An  indication  of  the  distribution  among  agencies  of  these  health 
dollars  can  be  gained  from  the  following  graph: 


DISTRIBUTION   OF   FEDERAL  OUTLAYS 

FOR  HEALTH  SERVICES  TO  INDIGENTS 

BY  AGENCY  OR  PROGRAM.  1974 


PERCENT  OF 
HEALTH  SERVICES  BUDGET 
RECEIVED  BY  INDIGENTS 


OTHER 


67% 


73% 


70% 


1R4 


Recipient  categories  have  also  changed  in  the  past  five  years 
Emphasis  has  shifted  from  the  over-65  group  to  the  19-64  age  Rroui 
as  is  indicated  by  the  following  graph: 


ESTIMATED  FEDERAL  OUTLAYS  FOR  HEALTH  SERVICES 
TO  INDIGENTS*  BY  AGE  GROUP  FOR  SELECTED  YEARS 

millions  of  1969  dollars 


$5117 


18  AND  UNDER 


19-64 


618(12%) 


1218(24%) 


65  AND  OVER 


3281(64%) 


$5478 


946(17%) 


2662(49%) 


1870(34%) 


1969e  1973e  I974e 

'Outlays  based  on  the  U.S.  Bureau  of  Census  definition  of  indigence. 


Specifically  with  regard  to  linking  programs  of  potential  use  for 
a  national  diabetes  initiative  to  treatment  and  education  for  underserved 
populations,  the  abstracts  contained  in  this  section  display  the  special 
considerations  given  low  income  groups.   Over  70%  of  the  federal  funding 
programs  abstracted  currently  give  special  attention  to  underserved  patients 
Mobilizing  these  resources  for  diabetes  treatment  and  education  would, 
therefore,  also  mean  that  underserved  populations  receive  the  emphasis 
and  funds  needed  for  specific  sociocultural  or  economic  problems  as  these 
relate  to  diabetes. 

3-   Abstract  Organization.  The  following  abstracts  provide  detailed 
information  on  specific  federal  programs  which  represent  potential  vehicles 
for  diabetes  treatment  and  education  programs.   The  abstracts  are  organized 
into  sections  on: 

Health  Services  Administration/HEW 
Health  Resources  Administration/HEW 
Alcohol,  Drug  Abuse,  and  Mental  Health 

Administration/HEW 
National  Institutes  of  Health 

(Department  of  Agruculture)  miscellaneous 
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Moreover,  each  abstract  is  keyed  to  indicate  the  program's 
applicability  of  specific  audiences.   Thus  resources  will  be  viewed 
as  they  potentially  impact  on: 

Patient  education  and  special  services 

Public  education 

Continuing  medical  education  for  health 

professionals 
Research  into  educational  methods  and  treatment 

delivery  systems 

These  functional  educational  areas  will  be  in  addition  to  the 
examination  of  resources  in  the  patient  treatment  area. 

The  rationale  for  such  a  functional  subdivision  of  treatment  and 
education  revolves  around  a  desire  to  identify  specific  kinds  of  resources 
for  specific  target  groups.   The  educational  materials  and  resources 
needed  for  an  indigent,  Spanish-speaking  diabetic  patient,  for  example, 
will  be  radically  different,  and  perhaps  less  available,  than  those 
appropriate  for  upper-middle  class  education  or  for  the  education 
of  the  public  in  general.   Moreover,  different  agencies  and  organizations 
will  possess  resources  which  could  be  directed  at  the  differing  groups. 

Thus,  it  is  mandatory  that  the  target  groups  for  education  and  treat- 
ment programs  be  identified  to  provide  basis  for  an  organizational 
structure  for  reviewing  resource  availability. 

A  summary  matrix  is  provided  at  the  end  of  the  abstracts  section  in 
order  to  display  the  general  audience  trends  in  the  federal  programs. 
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B-      ABSTRACTS 
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1.   HEALTH  SERVICES  ADMINISTRATION: 
Mission: 

The  Health  Services  Administration  provides  a  national  focus  for 
programs  and  health  services  for  all  people  of  the  United  States  with 
emphasis  on  achieving  the  integration  of  service  delivery  and  public 
and  private  financing  systems  to  assure  their  responsiveness  to  the 
needs  of  individuals  and  families  in  all  levels  of  society. 

To  these  ends,  the  Health  Services  Administration: 

(1)  Administers  health  service  delivery  programs  supported  by 
project  grants,  contracts  or  other  arrangement. 

(2)  Provides  leadership  to  and  supports  efforts  designed  to 
integrate  health  service  delivery  programs  with  public 
and  private  health  financing  programs. 

(3)  Administers  formula  grant-supported  health  services  programs. 

(4)  Assures  quality  and  contains  costs  of  service  provided  through 
the  public  financing  programs. 


(5) 


(6) 


Provides,  or  arranges  for  special  services,  including  both 
hospital  and  outpatient  care,  to  designated  beneficiaries;  and 

Provides  advice  and  support  to  the  Assistant  Secretary  for  Health 
IN  THE  FORMULATION  OF  HEALTH  POLICIES. 

(Vol.  39,  Fed.  Reg.,  10462,  3/20/74) 


a.   BUREAU  OF  QUALITY  ASSURANCE: 
Mission: 

Provides  national  leadership  and  direction  to  efforts  to  assure  that 
health  care  services  provided  under  the  Medicare,  Medicaid,  and  other 
Federal  programs  are  medically  necessary  and  furnished  in  the  past  economical 
manner  consistent  with  recognized  professional  standards  of  care,  and 
serves  as  the  national  focus  for  assuring  accountability  to  health  care 
consumers  for  the  quality  of  health  care  services. 

To  this  end,  the  Bureau: 

(1)   In  coordination  with  the  Social  Security  Administration  (SSA) , 
the  Social  and  Rehabilitation  Service  (SRS) ,  and  components 
of  the  Public  Health  Service  (PHS) : 
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(a)  develops  quality  assurance  standards  and  appropriate 
health  policies,  coordinates  their  implementation 
among  the  health  programs  for  which  the  Federal 
government  has  responsibility,  and  evaluates  their 
impact  on  the  utilization,  quality,  and  cost  of  health 
care  services; 

(b)  develops  conditions  and  standards  of  participation 
for  providers  and  suppliers  of  health  services  under 
the  Medicare  and  Medicaid  programs,  including  health 
and  safety  standards,  and  coordinates  their  application, 
monitoring,  and  appraisal; 

(c)  develops,  interprets,  and  implements  policies  for 
professional  standards  review  and  related  peer  review 
and  utilization  review  programs  under  Medicare  and 
Medicaid  including  responsibility  for  entering  into 
agreements  with  Professional  Standards  Review  Organi- 
zations (PSROs)  and  Professional  Standards  Review  (PSR) 
State  Councils; 


(d)   develops,  interprets,  and  evaluates  health  care  and 
health-related  policies  with  respect  to  the  imple- 
mentation of  the  End-Stage  Renal  Disease  provision 
of  the  Social  Security  Act,  and  coordinates  with 
Medicare  the  implementation  and  monitoring  of  these 
policies; 


(e)   develops  and  implements  principles  of  reimbursement 
for  PSROs,  PSR  State  Councils,  and  develops  policies 
with  respect  to  the  operational  aspects  of  peer  and 
utilization  review  programs  including  their  monitoring, 
and  eva lua t  ion ; 

(2)  Identifies  issues  for  Office  of  the  General  Counsel  (OGC) 
analysis  on  such  legal  and  technical  aspects  as  peer  review, 
utilization  review  and  health  standards  policies; 

(3)  Determines  information  and  data  reporting,  collection,  and 
systems  requirements  for  PSRO,  and  coordinates  their  imple- 
mentation with  SSA,  SRS,  and  the  Health  Resources  Admini- 
stration (HRA) ; 


(4)  In  cooperation  with  SSA  and  HRA,  determines  information 
requirements  and  develops  systems  to  implement  such  require- 
ments to  assure  the  quality  of  services  provided  under  the 
End-Stage  Renal  Disease  Program; 

(5)  Coordinates  activities  of  other  agencies  involved  in  the 
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monitoring  and  appraisal  of  peer  review  and  health-related 
Federal  programs  to  determine  the  impact  on  quality,  utili- 
zation, access,  and  cost  of  care; 

(6)  In  collaboration  with  HRA  undertakes  demonstration  and 
research  projects  to  develop  improved  methods  and  techniques 
tor  conducting  peer  review  and  assuring  quality  of  care; 

(7)  Conducts  ongoing  programs  of  informational  and  technical 
advice  and  assistance  to  peer  review  organizations  and  the 
medical  community  generally; 

(8)  Provides  programmatic  and  technical  direction  to  the  PHS 
Regional  Office  staffs  responsible  for  peer  review  and  " 
health  standards  programs;  and 

(9)  Provides  analytic  and  technical  support  to  the  National 
Professional  Standards  Review  Council. 

(Vol.  39,  Fed.  Reg.,  10463,  3/20/74) 
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cont .  med .  ed, 
treatment 


1)   PROFESSIONAL  STANDARDS  REVIEW  ORGANIZATION 
Federal  Program  Abstract 

KEY 
major  treat/ed  areas 

DEPARTMENT  AFFILIATION: 

HEW 

ENABLING  LEGISLATION: 

Public  Law  92-603  (86  Statute  1329) 

MANDATE: 

To  determine  the  appropriateness  and  the  quality  of  medical  care 
received  by  all  Medicare  and  Medicaid  patients  in  short-stay 
hospitals. 

KEY  RESPONSIBILITIES: 

The  development  of  criteria  and  standards  for  quality  assurance, 
the  performance  of  medical  care  evaluation  studies,  and  the  develop- 
ment of  programs  in  continuing  medical  education  through  local  support 
careers. 

RESOURCE  POTENTIAL: 

Professional  education  for  physicians  and  other  health  professionals 
utilizing  Professional  Standards  Review  Organizations: 

In  October  1972  the  President  signed  Public  Law  92-603  which 
established  Professional  Standards  Rp.view  Organization  (PSRO)  .   These 
organizations  are  formed  by  physicians  to  determine  the  appropriate- 
ness and  the  quality  of  medical  care  received  by  all  Medicare  and 
Medicaid  patients  in  short  stay  hospitals  in  this  country.   Under 
this  legislation  every  area  of  the  United  States  is  a  part  of  a  PSRO 
network  and  therefore  the  care  of  every  Medicare  and  Medicaid  patient 
and  all  physicians  treating  these  patients  will  be  suibject  to  PSRO 
review. 

It  is  now  anticipated  that  PSRO  will  b  ecome  the  dominant  quality 
assurance  mechanism  in  the  United  States.   Therefore,  it  is  worth- 
while to  examine  ways  in  which  information  gained  about  specific 
diseases  can  utilize  this  mechanism  to  educate  not  only  physicians 
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but  all  health  professionals  involved,  in  direct  patient  care. 

The  National  Commission  on  Diabetes  has  recommended  the 
investment  of  substantial  resources  in  activities  related  to 
expanding  medical  knowledge  under  the  direction  of  the  major 
health  agencies,  particularly  the  National  Institutes  of  Health. 
It  is  therefore  important  that  the  expanding  and  relatively  new 
area  of  quality  assurance  as  sponsored  by  the  Federal  government  not 
operate  in  isolation  from  these  areas  of  medical  research  and  evaluation. 
The  findings  and  outcomes  of  many  of  the  latter' s  programs  are 
potentially  of  great  importance  to  those  individuals  who  have  responsi- 
bility for  assessing  and  assuring  the  quality  of  medical  care. 

At  least  three  PSRO  activities  are  immediately  available  to  be 
utilized  by  the  National  Commission  on  Diabetes  to  reach  all  health 
care  professionals.   These  include,  the  development  of  criteria  and 
standards,  the  performance  of  medical  care  evaluation  studies,  and 
the  development  of  programs  in  continuing  medical  education. 

Every  PSRO  is  required  to  develop  specific  criteria  for  care  of 
each  disease  in  order  to  insure  that  all  patients  receive  the  highest 
quality  of  care  available.   This  law  also  requires  the  PSRO's  to  perform 
medical  care  evaluation  studies  and  to  have  active  programs  in  continuing 
medical  education  for  both  physicians  and  non-physician  health  care 
practitioners . 

The  National  Commission  on  Diabetes  could  utilize  these  already 
existing,  funded  organizations  to  improve  the  care  of  diabetic  patients. 
Organizations  and  individuals  concerned  with  the  care  of  diabetic  patients 
could  be  encouraged  to  develop  criteria  for  diabetic  care  or  to  aid  in 
modifying  the  new  existing  criteria  in  use  by  PSRO's  to  insure  these 
criteria  are  the  best  available. 

Medical  Care  Evaluation  Studies  could  be  utilized  to  identity 
specific  areas  of  deficiency  in  diabetic  care  as  well  as  areas  in 
need  of  further  basic  science  or  clinical  investigation.   These  MCE's 
could  then  be  utilized  by  the  hospitals  or  Federal  health  agencies 
in  establishing  their  investigative  priorities.   This  mechanism  could 
serve   as  a  two-way  information  flow  system  from  Federal  health  re- 
search agencies  to  local  PSRO's  and  from  the  PSRO  to  the  involved  agencies. 
This  would  facilitate  the  activities  of  each  and  would  also  be  useful  in 
improving  the  quality  of  diabetic  medical  care.   This  exchange  of 
relevant  information  would  be  facilitated  by  a  working  relationship 
between  the  PSRO  and  other  agencies  interested  in  this  problem. 

Continuing  Medical  Education  is  a  mandate  of  each  PSRO.  They  are 
responsible  not  only  for  physician  education  programs  but  also  education 
programs  of  the  allied  health  professionals  such  as  nurses,  dentists, 
social  workers,  podiatrists,  etc.   Educational  programs  related  to  diabetes 
are  appropriate  and  easily  implemented  in  this  existing  system. 
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Since  the  PSRO  program  is  relatively  new,  this  mechanism 
has  only  been  utilized  on  one  previous  occasion.   On  December  16,  1974, 
a  presentation  was  made  to  the  National  Professional  Standards  Review 
Council  by  the  National  High  Blood  Pressure  Education  Program  (NHBPEP) 
of  the  National  Institutes  of  Health  (NIH) .   This  concerned  the  role 
of  PSRO's  in  improving  the  quality  of  care  for  hypertension.   Following 
that  presentation  the  NPSRC  voted  unanimously  to  "endorse  the  dissemi- 
nation of  this  information  to  all  the  elements  of  the  PSRO  (program) . . . 
for  their  consideration. ... (and)  commended  it  to  them  for  their  urgent 
consideration  as  one  model  (of  high  quality  standards)." 

An  even  stronger  case  can  be  developed  for  diabetes.   Each  PSRO  could 
be  asked  to  consider  diabetes  as  a  potential  subject  for  MCE  studies  during 
the  early  stages  of  PSRO  operation. 

Diabetes  constitutes  one  of  this  nation's  largest  health  problems 
particularly  among  the  elderly  (Medicare)  and  the  undeserved  (Medicaid) . 
PSRO's  could  be  assisted  in  developing  diabetes  criteria,  programs  to 
improve  diabetes  care  and  to  establish  studies  to  pinpoint  current 
deficiencies  in  diabetic  management  and  treatment. 


2)   PROVIDER  STANDARDS  AND  CERTIFICATION 


Federal  Program  Abstract 


KEY 

major  treat/ed  areas   cont .  med.  ed. 

treatment 
patient /public  ed, 


DEPARTMENT  AFFILIATION: 

HEW/Bureau  of  Quality  Assurance 

MANDATE: 

To  support  programmatic  functions  in  the  area  of  provider  quality  and 
to  evaluate  the  effectiveness  of  Bureau  efforts  to  assure  quality  of 
care. 


KEY  RESPONSIBILITIES: 


To  evaluate  surveyor  training  thereby  reinforcing  the  ability  to 
conduct  high  quality  training  for  state  surveyor  personnel  at  all 
levels  of  provider  certification;  to  conduct  proficiency  examinations 
for  cytotechnocologists,  physical  therapists  and  psychiatric 
technicians  and  to  conduct  diversified  and  exploratory  methods  of 
evaluating  compliance. 
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RESOURCE  POTENTIAL: 

An  example  of  the  role  to  by  played  in  diabetes  treatment  and 
education  by  the  Division  of  Provider  Standards  and  Certification 
lies  in  the  area  of  national  public  involvement.   The  Division  has 
been  charged  to  organize  local  and  national  symposium  to  improve 
the  quality  assurance  of  health  care  through  public  and  patient 
involvement.   These  Symposiums  could  be  tapped  to  provide  discussion 
of  the  quality  of  care  in  treatment  and  education  regarding  diabetes 
and  related  diseases. 

b.   BUREAU  OF  COMMUNITY  HEALTH  SERVICES 


Mission: 

The  Bureau  of  Community  Health  Services  serves  as  a  national  focus  for 
efforts  to  improve  the  organization  and  delivery  of  health  services  in 
the  context  of  the  major  health  care  financing  programs. 

To  this  end,  the  Bureau: 

(1)  facilitates  the  development  of  locally-based  programs  of 
health  services  delivery; 

(2)  initiates  activities  which  provide  alternate  methods  of  health 
service  delivery  and  health  maintenance; 

(3)  enchances  the  capacity  of  existing  health  service  programs 
for  full  participation  in  the  major  public  health  financing 
systems-Medicare  and  Medicaid; 

(4)  administers  programs  providing  specific  services  to  specific 
populations  including  family  planning,  maternal  and  child 
health  care,  and  migrant  care; 

(5)  directs  programs,  including  the  National  Health  Service 
Corps,  which  assure  accessibility  to  health  care  in  under- 
served  areas;  and 

(6)  improves  quality  and  contains  costs  of  services  provided  in 
grant-initiated  health  service  delivery  programs. 

(Vol.  39,  Fed.  Reg.,  10463,  3/20/74) 
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1)  MATERNAL  AND  CHILD  HEALTH 
Federal  Program  Abstract 


KEY 


major  treat/ed  areas  research  in  ed  patient 

ed.  (low  income) 
treatment  public  ed. 
professional  training 


DEPARTMENT  AFFILIATION: 

HEW/HSA 

ENABLING  LEGISLATION: 

Social  Security  Act,  as  amended  (Title  V) 

MANDATE : 

Grants  for  research  with  special  emphasis  on  need  for  and  feasibility 
of  use  of  health  personnel  with  various  degrees  of  training;  and 
training  professional  personnel  to  improve  health  services  to  mothers 
and  children. 

KEY  RESPONSIBILITIES: 

To  train  professionals  for  all  aspects  of  maternal  and  child  health 
care  delivery  including  children's  school  health  examinations  and 
screening  programs;  special  attention  is  reserved  for  mothers  and 
children  in  isolated  rural  areas  and  central  cities. 

BUDGET  DATA: 

FY  1972  -  $59,250,000 
FY  1973  -  $60,778,000 

RESOURCE  POTENTIAL: 

The  emphasis  in  this  program  on  training  personnel  and  providing 
screening  and  education  services;  provides  an  obvious  vehicle  for 
diabetes  treatment  and  education  projects. 
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2)   NATIONAL  HEALTH  SERVICE _CORPS 
Federal  Program  Abstract 


KEY 

major  treat/ed  areas  profes  ional  ed. 

treatment  patient 
ed.  (low  income) 

DEPARTMENT  AFFILIATION: 

HEW  (HSA) 
ENABLING  LEGISLATION: 

Emergency  Health  Personnel  Act  of  1970 

MANDATE : 

Recruit  and  place  physicians  and  other  health  professionals 
in  areas  that  have  a  critical  shortage  of  health  manpower. 

KEY  RESPONSIBILITIES: 

To  improve  post-treatment  care  in  a  range  of  diseases  and 
to  provide  health  professionals  with  opportunities  to  work 
in  disadvantaged  and  underserved  communities. 

BUDGET  DATA: 

Appropriation  FY  73  $  7  million 
FY  74  $11  million 

RESOURCE  POTENTIAL: 

National  Health  Service  Corp  programs  not  only  provide 
personnel  for  inpatient  care,  but  also  for  health  education. 
The  NHSC  effort  in  South  Dakota  is  a  case  in  point.   Here  the 
program  nurses  also  taught  health  education  classes  at  the  local 
high  school  and  provided  adult  education  classes  to  the  Indian 
reservation. 

Moreover  the  NHSC  contract  allows  professionals  to  be  reimbursed 
tor  1/2  day  per  week  of  approved  educational  activities  for  their 
own  continuing  medical  education. 

Both  aspects  of  the  program  provide  ample  resources  which  could 
be  tapped  by  a  national  diabetes  treatment  and  education  effort. 
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3)   MIGRANT  HEALTH  PROGRAMS 
Federal  Program  Abstract 


KEY 

major  treat/ed  areas  patient  (low 

income) 
treatment 


DEPARTMENT  AFFILIATION: 

HEW/HSA 
ENABLING  LEGISLATION: 


Public  Laws  87-692,  89-109,  90-574,  910209 


MANDATE: 


To  provide  family  health  services  for  domestic  agricultural 
migratory  workers  to  improve  the  health  condition  of  such  workers 
and  their  families. 

KEY  RESPONSIBILITIES: 


The  health  services  provided  can  be  categorized  as  (1)  full- 
time  comprehensive  health  services;  (2)  scheduled  comprehensive 
health  services  through  intermittently  scheduled  clinics;  (3) 
scheduled  medical  services;  (A)  scheduled  categorical  health 
services  (e.  g.,  Tuberculosis  Control);  (5)  referral  services; 
(6)  environmental  health;  (7)  administrative   consultative 
services. 

BUDGET  DATA: 

1973  -  $23,700,000 

RESOURCE  POTENTIAL: 

As  the  service  areas  under  Key  Responsibilities  indicate,  ample 
opportunity  exists  for  diabetes  treatment  and  education  programs 
using  the  Migrant  Health  framework.   For  instance,  clinics  can  be 
funded  for  specific  diseases  without  offering  a  broad  range  of 
health  care.   A  clinic  for  diabetes  screening,  treatment  and 
education  could  be  provided  by  such  a  grant. 
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c   BUREAU  OF  MEDICAL  SERVICES 
Mission: 

The  Bureau  of  Medical  Services  provides  direct  health  care  and 
support  for  such  services  to  certain  legal  beneficiaries  of  the 
Public  Health  Service,  including  meeting  the  occupational  health  needs 
of  Federal  employees,  and  provides  national  leadership  to  assist  and 
encourage  the  development  of  comprehensive  area  emergency  medical 
services  systems. 

To  this  end  the  Bureau  provides: 

(1)  Comprehensive  direct  health  care  for  designated  Federal 
beneficiaries  and  selected  community  groups. 

(2)  Occupational  health  care  and  safety  services  for  Federal 
employees . 

(3)  Training  for  health  services  personnel. 

(4)  The  conduct  of  intramural  clinical  and  health  services 
research. 

(5)  National  leadership  for  assistance  and  guidance  in  the 
development,  improvement,  expansion,  and  integration  of 
comprehensive  area  emergency  medical  services  systems. 

(Vol.  39,  Fed.  Reg.,  10463,  3/20/74) 

d.   INDIAN  HEALTH  SERVICE 
Mission: 

The  Indian  Health  Service  (IHS)  assures  a  comprehensive  health 
services  delivery  system  for  American  Indians  and  Alaska  Natives  with 
sufficient  options  to  provide  for  maximum  tribal  involvement  in  meet- 
ing their  health  needs.   The  goal  for  the  Indian  Health  Service  is  to 
raise  the  health  level  of  the  Indian  and  Alaska  Native  people  to  the 
highest  possible  level. 

To  carry  out  its  mission  and  to  attain  its  goal,  the  Indian 
Health  Service: 

(1)   Assists  Indian  tribes  in  developing  their  capacity  to 
man  and  manage  their  health  programs  through  activities 
including  health  and  management  training,  technical 
assistance  and  human  resource  development. 
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(2)  Facilitates  and  assists  Indian  tribes  in  coordinating  health 
planning,  in  obtaining  and  utilizing  health  resources  avail- 
able through  Federal,  State,  and  local  programs,  in  operation 
of  comprehensive  health  programs,  and  in  health  program 
evaluation. 

(3)  Provides  comprehensive  health  care  service,  including  hospital 
and  ambulatory  medical  care,  preventive  and  rehabilitative 
services  and  development  of  community  sanitation  facilities. 

(4)  Serves  as  the  principal  Federal  advocate  for  Indians  in  the 
health  field  to  assure  comprehensive  health  services  for 
American  Indians  and  Alaska  Natives. 

(Vol  39,  Fed.  Reg.,  10463,  3/20/74) 


2)   SOCIAL  AND  REHABILITATION  SERVICES 
Federal  Program  Abstract 


KEY 


major  treat/ed  areas    treatment 

patient  (low 
income) 


DEPARTMENT  AFFILIATION 


HEW 


ENABLING  LEGISLATION: 

1974  Social  Security  Act  Amendments  (Title  XX) 


MANDATE: 


To  provide  a  broad  range  of  social  services  to  the  underserved 
and  underprivileged  population. 

KEY  RESPONSIBILITIES: 

Grants  under  Social  Services  are  to  be  used  for  such  activities 
as  nutrition  and  dietary  education  programs,  children's  health 
care  support,  vocational  rehabilitation,  and  development 
disabilities. 


RESOURCE  POTENTIAL: 

The  Social  Rehabilitation  Services  programs  lend  themselves  in  a 
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variety  of  ways  to  diabetes  applications.   Methods  include: 

(1)  Promoting  or  developing  legislation  to  permit  the 
direct  reimbursement  of  paraprof essionals  for  defined 
roles  in  education  (e.g.,  diet)  of  Medicare  and  Medicaid 
beneficiaries . 

(2)  Funding  special  diabetes  project  grants  under  Crippled 
Children's  Programs,  Developmental  Disabilities  (PL  91- 
517)  and  Vocational  Rehabilitation  (PL  93-112). 

(3)  Encouraging  state  plans  to  provide  nutrition  and  dietary 
services  to  low  income  diabetics. 

(4)  Providing  specialized  services  for  the  juvenile  diabetic. 

(5)  Through  revenue  sharina,  providing  direct  rehabiliation 
services. 

The  use  of  resources  in  this  manner  is  exemplified  by  the  follow- 
ing three  sample  projects  from  Michigan,  North  Carolina  and  Florida: 


MICHIGAN  PROJECT 


I.  WHAT  SERVICES  ARE  AVAILABLE 

1.  Medical  and  physical  evaluation 

2.  Vocational  guidance  and  counseling 

3.  Physical  restoration  and  corrective  surgery 

4.  Artificial  limbs,  hearing  aids,  braces  and  other 
appliances 

5.  Training  for  a  job 

6.  Maintenance  and  transportation 

7.  Tools,  equipment,  licenses  or  initial  stock  and 
supplies 

8.  Job  placement  and  follow-up 

II.  WHO  IS  ELIGIBLE: 

To  be  eligible  you  need  to  be  a  resident  of  Michigan  who  is 
of  employable  age  and  who  has  (a)  a  disability,  (b)  a  sub- 
stantial handicap  to  employment,  and  (c)  there  is  a  reasonable 
expectation  that  services  will  result  in  the  person  becoming 
gainfully  employed. 

III.  HERE  ARE  SOME  TYPICAL  TYPES  OF  DISABILITIES  WE  WORK  WITH: 

1.  Visually  handicapped 

2.  Deaf  and  hard  of  hearing 


201 


3.  Epilepsy 

4.  Dental  disabilities 

5.  Orthopedic  impairment 

6.  Psychiatric  disabilities 

7.  Heart  disease 

8.  Mental  retardation 

9 .  DIABETES 

IV.  EMPLOYERS  RECEIVE  SERVICES  AS: 

1.  Troubled  employee  assistance 

2.  Workman's  compensation 

3.  Second  injury  certification 

4.  Affirmative  action  assistance 

5.  Tailored  training 

6.  Screened  applicants 

7.  Treatment  of  handicapped  bias 

8.  Follow-up  and  support  service 

("Doctor's  Cover,"  Michigan  Diabetes  News, 
August  1975,  p. 3.) 


NORTH  CAROLINA  PROJECT 

TITLE  XX  FUNDS  AS  A  RESOURCE  FOR  FUNDING  A  STATEWIDE 
NUTRITION  PROGRAM. 


Funding 

Title  XX  Funds  may  be  used  by  a  state  to  fund  75%  of  its 
nutrition  program  offered  to  Title  XX  eligible  clients. 

a)  See  Title  XX  eligibility  guidelines. 

b)  State  or  local  county  can  provide  the  25%. 

c)  State  Department  of  Social  Services  coordinates  all 
Title  XX  Funds. 


Role 


The  role  of  the  Diabetes  Association. 

a)  Discuss  the  need  of  nutrition  consultants  at  the  Health 
Department  level  as  affects  the  diabetic  population  (25% 
of  population  is  eligible  for  services  from  the  Health 
Department) . 

b)  If  they  are  not  aware  of  the  availability  of  Title  XX 
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Funds,  arrange  a  meeting  with  the  Title  XX  coordinator 
of  Department  of  Social  Services. 

c)  Assist  in  the  development  of  a  basic  and  continuing 
education  program  relating  to  diabetics. 

d)  Approach  the  Area  Health  Education  Centers,  where 
they  exist,  and  enlist  their  support  of  the  education 
programs  for  the  nutritionists. 

(John  A.  Laurents,  Executive  Director,  American  Diabetes 
Association,  North  Carolina  Affiliate,  Inc.) 


FLORIDA  PROJECT 


NUTRITION 


HISTORICAL  NOTES 


1914  - 

1941  - 

1942  - 
1946  - 

1950  - 

1957  - 

1958  - 
1968  - 
1972  - 

1972  - 


Initiation  of  Florida's  first  nutrition  program  -  an 
educational  program  to  combat  pellegra  -  begun  by  Dr. 

J.  Y.  Porter,  Florida's  first  State  Health  Officer 

Employment  of  first  nutritionist  at  the  state  level, 
working  on  anemia  .... 

and  malnutition  among  Florida's  children  .... 
Establishment  of  the  Department  of  Nutritional  Investi- 
gations and  Services  .... 

Reorganization  as  Division  of  Nutrition  and  Diabetes 
Control,  adding  screening  programs  for  diabetes  .... 
Establishment  of  first  nutritionist  position  in  a  county 
health  department  .... 

Establishment  of  the  Division  of  Nutrition  as  a  unit  of 
the  Bureau  of  Local  Health  Services  .... 
Renamed  Nutrition  Section  as  a  unit  of  Bureau  of  Local 
Health  Services  .... 

Assignment  of  Institution  Nutritionist  Coordinator  with 
responsibility  for  consultation  to  state  institutions 
of  other  Divisions  of  Department  of  Health  and  Rehabil- 
itative Services  .... 

Nutrition  Section  administratively  placed  under  Admin- 
istration. 


PHILOSOPHY : 

Nutrition  is  now  universally  recognized  as  a  vital  environmental 
factor  affecting  human  mental  and  physical  development  and  health. 
Both  deprivation  in  diets  and  dietary  excesses  are  closely  associated 
with  numerous  clinical  disease  entities.   Studies  identify  iron 
deficiency  anemia  and  obesity  as  significant  public  health  problems. 
Diet  is  increasingly  used  in  treatment  and  control  of  metabolic  errors 
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and  prevention  of  cardiovascular  disease,  as  well  as  nutritional 
deficiency.   Public  interest  in  nutrition  and  diet  is  evidenced  by 
mass  responses  to  commercial  advertising  and  promotion  of  dietary 
fads  and  crash  diets.   Authoritative  guidance  in  food  selection, 
both  in  health  and  disease,  is  an  essential  component  of  public 
health  services  directed  toward  health  maintenance,  health  pro- 
tection and  disease  control.   Population  groups  most  in  need  of 
nutrition  services  include:   pregnant  women,  infants,  children  through 
adolescence,  aged  persons,  persons  with  chronic  diseases  requiring 
specific  therapeutic  diets,  disadvantaged  families  with  low  incomes 
and  limited  education  and  persons  in  group  or  health  care  facilities. 
Rapid  growth  of  population  in  Florida  requires  increased  nutrition 
staffing  through  county  health  units  to  provide  nutrition  surveil- 
lance and  continuing  nutrition  education  and  diet  counseling  services. 

LEGAL: 


Section  381.031 
Section  10-29.15 


General  Public  Health  Law 

Nursing  Homes  and  Related  Facilities 

Licensure  -  Dietary  Services 


OBJECTIVES: 


To  promote  understanding  of  the  role  of  nutrition  in  health 
maintenance,  health  protection,  disease  prevention  and 
control  by  providing  authoritative  information  on  diet  and 
nutrition  to  the  public,  public  health  personnel,  personnel 
of  related  community  agencies,  educators  and  school  personnel, 
food  service  workers  in  group  care  facilities. 


2.  To  identify  nutrition-related  health  problems  existing  at  the 
local  level. 

3.  To  provide  nutrition  consultative  services  and  nutrition 
education  services  to  guide  in  the  development  of  good  food 
selection  habits  essential  for  health  maintenance  and  disease 
control. 


To  participate  in  basic  and  continuing  education  of  public 
health  professionals,  dietitians,  educators  and  para- 
professional  health  personnel  who  can  disseminate  and  apply 
nutrition  information. 


5.  To  participate  in  developing  standards  and  provide  consul- 
tation services  to  group  care  and  day  care  facilities  to 
upgrade  the  nutritional  quality  and  food  palatability  while 
improving  the  efficiency  and  sanitation  of  food  services. 

6.  To  coordinate  public  health  nutritional  services  with  related 
programs  of  other  Divisions  of  the  Department  of  Health  and 
Rehabilitative  Services  and  other  community  groups. 
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7.   To  participate  in  planning,  developing  and  evaluating  new 
food  and  nutrition  services  in  the  community. 

PROGRAMMING : 

County  nutrition  services  should  be  developed  around  the  current 
public  health  programs  and  identified  health  problems  in  the  community, 
The  kind  and  extent  of  nutrition  services  provided  at  the  local  level 
should  include  a  realistic  program,  in  line  with  the  capabilities  of 
county  staff,  and  should  include  periodic  review  and  evaluation.   The 
nutritionist  should  plan  programs  cooperatively  with  the  county  health 
director,  the  nursing  director  and  with  representatives  of  involved 
community  agencies  and  institutions.   Suggested  nutrition  services 
related  to  ongoing  public  health  programs  include: 

I.   Maternal  Health  and  Family  Planning: 

A.  Maternity  Services: 

Prenatal  diet  counseling  for  normal  nutritional  needs 

and  therapeutic  diet  modifications. 

Nutrition  education  in  programs  for  pregnant  school 

girls. 

B.  Family  Planning 

Inter-conceptual  nutrition  guidance  for  health  main- 
tenance, weight  control,  and  any  necessary  diet  modifi- 
cation related  to  oral  contraceptive  agents.   Advice 
on  general  family  food  selection,  meal  planning,  food 
buying  and  food  budgeting. 

II.   Child  Health  Services: 

Counseling  on  nutrition,  feeding,  and  food  habits  for 
infants  and  preschool  children. 

Nutrition  education  as  part  of  routine  screening  in  child 
health  clinics.   Diet  counseling  for  children  who  are  mal- 
nourished (iron  deficiency  anemia,  growth  problems,)  or 
require  diet  therapy  for  inborn  errors  of  metabolism, 
diabetes,  allergies,  cystic  fibrosis,  heart  disease,  kidney 
conditions,  weight  problems,  or  other  chronic  or  handicapping 
conditions. 

Nutrition  education  in  school  health  programs  with  nutrition 
consultation  and  in-service  education  for  teachers  and  school 
food  service  workers. 

Nutritional  consultation  to  facilities  providing  child  care 
or  day  care. 
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III.   Adult  Health  and  Chronic  Diseases 


Health  Maintenance: 


Information  on  meeting  normal  nutritional  needs  as 

a  component  of  health  education  to  the  public. 

Weight  control  and  weight  reduction  for  adults. 

Programs  to  combat  unsound  dietary  programs  and  food 

fads. 

Nutrition  counseling,  meal  planning  and  food  buying 

guidance. 

Diabetes: 

Individual  and  group  diet  counseling  for  diabetics  with 
physician-prescribed  diets. 

Participation  in  community  programs  and  programs  of  lay 
diabetes  groups. 

Cardiovascular  Disease: 

Nutrition  education  on  calorie  and  lipid  control  for  pre- 
vention of  heart  disease  as  part  of  cardiovascular  screen- 
ing programs.   Diet  counseling  on  calorie  control,  fat 
control,  or  sodium  restricted  diets  prescribed  by  physicians 

Other  Chronic  Diseases: 

Diet  counseling  for  conditions  requiring  dietary  modifi- 
cations such  as  kidney  disease,  gastro-intestinal  dis- 
orders, allergies,  etc. 


E.   Aging: 


Nutrition  education  for  senior  citizen  groups.   Consul- 
tation on  home  delivered  and  congregate  meal  programs. 

Home  Health  Services: 

Diet  counseling  for  patients  regarding  normal  or  thera- 
peutic diets. 

Consultative  services  to  physicians,  nurses,  therapists 
and  social  workers. 

Training  and  consultative  services  on  nutrition  and  food 
management  to  Home  Health  Aides. 


IV, 


Health  Facilities 


Evaluation  of  food  and  nutrition  services  of  hospitals  and 
nursing  homes  to  meet  standards  of  state  and  federal  programs 
(i.e.,  licensure,  Medicare,  Medicaid). 
Recruitment  and  guidance  of  consulting  dietitians. 
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Consultative  advice  on  food  service  for  administrators  and 

food  service  personnel  of  hospitals,  skilled  nursing  homes 

and  other  health  care  facilities. 

Assistance  with  formal  and  informal  educational  programs  on 

food  service  in  vocational  schools,  community  colleges  and  in 

the  community. 

Assistance  in  planning  for  new  or  renovated  facilities  and 

equipment  in  food  service  facilities. 

V.   Research: 

Planning  for  special  studies  regarding  nutritional  status 
and/or  dietary  aspects  of  public  health  problems. 

VI.   Health  Education: 

Selection,  preparation  and  guidance  in  use  of  nutrition 
teaching  materials  and  audio-visual  aids. 

Participation  in  community  projects,  programs  and  committees. 
Services  to  any  other  project,  program,  group  or  agency  as 
requested  or  needed. 

Programs  or  information  on  nutrition  and  diet  to  local  news- 
papers, radio  or  television  stations. 

VII.   Other: 

Nutrition  consultation  and  in-service  education  to  staff  of 
other  Divisions  of  the  Department  of  Health  and  Rehabilitative 
Services  and  diet  counseling  for  their  clients,  e.g.,  assistance 
on  family  nutrition  and  food  management  for  clients  from  Division 
of  Family  Services;  diet  counseling  to  clients  from  Division  of 
Vocational  Rehabilitation  (including  crippled  children)  and 
guidance  on  food  service  management  to  Departmental  institutions 
including  halfway  houses,  jails,  road  camps  and  detention  centers. 

ASSISTANCE  AVAILABLE  TO  COUNTIES: 

Every  effort  should  be  made  to  assure  that  nutrition  services  pro- 
vided to  the  public  are  both  authoritative  and  realistic.   To  assist  in 
meeting  these  goals,  the  Nutrition  Section  offers  the  following  services: 

I.   Consultation: 

Consultation  of  nutritionists  is  available  to  professional  staff 
to  plan  services,  discuss  specific  problems  and  provide  tech- 
nical assistance. 

II.   Inservice  Education: 

Nutrition  Section  staff  conduct  nutrition  education  programs 
for  professional  and  para-professional  workers. 
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Ill,   Group  Classes  and  Demonstrations: 

Classes  and/or  demonstrations  can  be  conducted  in  clinics  or 
other  facilities  in  local  communities  for  patients  or  for  the 
general  public  . 

IV.   Diet  Counseling: 

Counseling  on  regular  or  therapeutic  diets  for  individuals 
referred  by  public  health  personnel  or  private  physicians. 

V.   Program  Evaluation: 

Evaluation  can  be  made  of  either  the  total  nutrition  program 
or  a  specific  phase  of  the  program  being  conducted  at  the 
county  level. 

VI.   Technical  Guidance: 

Technical  guidance  is  provided  to  nutritionists  employed  by 
the  county  health  unit  and  for  resident  nutritionists  assigned 
to  county  health  departments. 

VII.   Institutional  Facilities: 

Evaluation  of  meal  planning,  food  service  and  nutritional 
services  of  various  institutional  facilities  can  be  made  in 
conjunction  with  licensure  or  certification,  or  in  the 
interest  of  improving  the  over-all  nutrition  program  in  these 
facilities. 

VIII.   Assignment  of  Personnel  by  the  Section: 

A.  For  those  county  health  units  without  a  nutritionist  on 
the  staff,  services  are  provided  by  the  regional 
nutrition  consultant  assigned  to  cover  assigned  geograph- 
ical areas  of  the  state. 

B.  For  counties  in  which  there  is  a  reasonable  intent  that 
a  nutritionist  will  be  added  to  the  staff  within  one  or 
two  year  s,  a  limited  number  of  nutrition  resident  positions 
are  assigned  by  the  Section  to  develop  a  program  of  nutrition 
services  which  can  be  immediately  taken  over  by  the  county's 
staff  nutritionist  when  employed. 

C.  Funds  for  employment  of  nutrition  personnel  may  be  available 
through  several  sources: 

Project  grants  under  MIC  Projects,  Children  and 
Youth  Projects,  under  Comprehensive  Planning 
grants,  from  the  Bureau  on  Aging,  Home  Health 
Services,  Elementary  and  Secondary  Education  Act, 
etc . 
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IX.   Educational  Materials: 

A.  Leaflets,  pamphlets,  booklets  and  other  materials  on 
nutrition  may  be  obtained  from  the  Health  Education 
Section;  slides,  film-strips,  and  films  from  the  Audio- 
Visual  Library  of  the  Division  of  Health;  reference  books 
from  the  Library.   Materials  and  references  on  special 
areas  of  nutrition,  nutrition  programming  and  therapeutic 
diets  are  on  file  in  the  Nutrition  Section. 

B.  Additional  materials  on  various  aspects  of  nutrition  may 
be  obtained  from  the  Department  of  Health,  Education  and 
Welfare,  the  state  and  federal  Departments  of  Agriculture 
and  other  educational  organizations. 

X.   Related  Services: 

The  Division  of  Family  Services  through  its  offices  in  each 
county,'  operates  the  food  stamp  program  for  needy  families. 
Nutritionists  can  assist  county  health  department  staff  to 
refer  eligible  families  and  provide  nutrition  education. 

MINIMAL  ACCEPTABLE  PROGRAM: 

1.  Inclusion  of  nutrition  service  and  nutrition  counseling  as  a  part 
of  all  pertinent  nursing  services. 

2.  Regular  periodic  consultation  by  staff  members  with  county  or 
regional  nutritionist,  with  discussion  of  case  problems,  in- 
service  training  and  program  planning. 

3.  An  up-to-date  evaluation  of  the  status  of  nutritional  care  and 
nutrition  problems  on  the  local  scene,  with  evidence  of  efforts 
to  improve  conditions  as  indicated. 

4.  Regular  periodic  sampling  of  population  groups,  to  determine 
the  basic  levels  of  nutrition  knowledge  and  to  uncover  latent 
or  developing  areas  of  malnutrition. 

5.  Referrals  of  families  using  various  health  department  services 
to  the  available  community  food  and  nutrition  programs. 

CRITERIA  FOR  EVALUATION: 

1.  A  periodic  review  of  the  number  and  nature  of  requests  for 
nutrition  assistance  and  the  utilization  by  health  department 
staff  members  of  suggested  nutrition  programs. 

2.  Statistical  sampling  of  records  covering  various  types  of 
services  rendered  by  health  department  personnel  to  see  if 
nutrition  is  being  stressed  in  the  over-all  care  and  treat- 
ment of  patients  in  various  categories. 
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3.  A  periodic  assessment  of  the  degree  of  improvement  noted  in 
the  nutritive  quality  of  food  intake  and  nutritional  status 
of  those  receiving  nutrition  services  -  by  direct  observation 
when  possible  or  by  record  review,  surveys,  questionnaires, 
etc. 

4.  Nutrition  surveillance  through  periodic  data  collection  from 
health  department  and/or  hospitals  records  (pertinent  labor- 
atory test  results  and  clinical  observations)  indicative  of 
significant  changes  in  the  nutritional  status  among  recipients 
of  health  services. 

5.  Random  sampling  on  a  periodic  basis  of  nutritional  status 
and/or  dietary  patterns  in  a  given  county  or  area  of  a  county. 


a.   CRIPPLED  CHILDREN  SERVICES 


Federal  Program  Abstract 


KEY 


2 


major  treat/ed  areas   patient  ed, 

treatment 


DEPARTMENT  AFFILIATION: 


HEW 


ENABLING  LEGISLATION: 


MANDATE : 


Social  Security  Act  of  1935,  as  amended 


Provide  services  for  location,  treatment,  and  follow- 
up  care  for  crippled  children  on  those  whose  conditions 
will  lead  to  crippling. 


KEY  RESPONSIBILITIES: 


In  all  areas  related  to  childhood  crippling,  to  provide 
diagnostic  services,  family  financial  planning  education, 
mental  health  support,  continuing  professional  education 
and  disease  treatment. 


BUDGET  DATA: 


FY  1972  -  $62,272,000 
FY  1973  -  64,900,000 


RESOURCE  POTENTIAL: 


The  opportunities  represented  by  these  funds  are  exem- 
plified by  the  following  projects  initiated  in  Florida: 
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SUMMER  CAMP  AS  AN  EDUCATIONAL  MILIEU  FOR  CHILDREN  AND  YOUTH 

WITH  DIABETES 


Arlan  L.  Rosenbloom,  M.D. 


INTRODUCTION 

The  model  to  be  described  has  evolved  over  the  past  seven  years 
as  a  nidus  of  the  effort  to  improve  the  quality  of  care  for  children 
and  youth  with  diabetes  in  the  State  of  Florida.   The  unique  opportun- 
ities provided  by  the  camp  setting  have  dispelled  an  inherent  distaste 
for  segregating  youngsters  with  diabetes  and  potentially  reinforcing 
their  sense  of  abnormality.   We  have  been  influenced  by  our  own  and 
our  trainees  continued  excitement,  by  the  physicians  who  send  their 
patients  to  camp,  by  parents  and,  mostly,  by  the  youngsters  themselves, 
who  tell  us  that  camp  permits  them  to  mature  in  their  understanding  and 
technical  skills.   With  others  who  have  similar  problems  they  are  able 
to  work  through  their  self-pity,  depression,  anger,  and  guilt. 

Novel  opportunities  provided  by  the  camp  setting  include: 

The  ability  to  teach  youngsters  about  their  diabetes  in 
a  friendly,  non-stressful  milieu  and  to  monitor  their 
behavior  with  minimal  blame  and  castigation. 

The  participation  in  an  unmodified  physical  program  sup- 
porting the  teaching  that  a  complete  life  is  open  to  indi- 
viduals with  diabetes  and  stressing  the  importance  of  exercise. 

The  education  of  children  away  from  the  overdependency  and 
manipulation  common  in  families  with  childhood  diabetes. 

The  teaching  of  parents,  in  special  parents'  day  programs, 

to  better  understand  diabetes,  the  real  needs  of  their  children 

and  the  potentially  destructive  behavior  families  can  develop. 

The  occasions  for  "rapping"  with  experts  and  each  other  to 
express  feelings  of  isolation  and  despondence  and  dispel  popular 
myths  about  diabetes  and  the  peope  who  have  it. 

The  prolonged  observation  by  and  involvement  with  medical 
staff  permitting  the  unraveling  of  management  and  associated 
emotional  problems  resistant  to  solution  in  the  artificial 
environments  of  clinic  and  hospital. 

Immersion  of  physicians,  nurses,  dietitians,  and  others  in 
a  committed  helping  environment  where  learning  is  intense 
and  exciting,  where  rigid  health  care  roles  are  obliterated 
while  personal  skills  and  understanding,  are  emphasized. 
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Aggregation  of  large  numbers  of  youngsters  with  diabetes  for 
studies  relating  to  treatment,  attitudes  and  other  clinical 
aspects  in  natural  circumstances. 

(The  above  project  was  supported  by  NIH  Grant  2M01RR0082-13  and 
the  Division  of  Children's  Medical  Services  of  the  State  of 
Florida  Department  of  Health  and  Rehabilitative  Services.) 
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COPY  OF  AGREEMENT 


This  agreement  entered  into  this  24th  day  of  June,  1975,  between 
the  Division  of  Children's  Medical  Services,  Department  of  Health 
and  Rehabilitative  Services,  State  of  Florida,  represented  by  the 
officer  executing  this  contract  and  hereinafter  styled  "DCMS  ,  and  the 
Division  of  Genetics,  Endocrinology  and  Metabolism,  Department  of 
Pediatrics,  University  of  Florida,  Gainesville,  Florida,  on  behalf  of 
the  Regional  Program  for  Children  with  Diabetes  represented  by  the 
officer  executing  this  contract  and  hereinafter  styled  "Program." 

WITNESSETH  THAT: 

WHEREAS,  DCMS,  now  periodically  called  upon  to  pay  for  expenses 
involved  in  various  clinic  visits,  laboratory  tests,  hospitalizations, 
medications,  equipment,  professional  fees,  etc.,  on  behalf  of  individuals 
with  diabetes  wishes  to  utilize  its  funds  more  efficiently  and  effectively, 
and 


WHEREAS,  DCMS,  needs  patients  and  cost  benefit  data,  plus  continuous 
medical  supervision  of  children  with  diabetes  as  will  be  available  through 
the  Program,  and 

WHEREAS,  the  Program  is  designed  to  provide  specialized  services  for 
the  education  of  children  with  diabetes,  and 

WHEREAS,  DCMS,  wishes  to  upgrade  the  quality  of  diabetes  care  for 
children  and  youth  with  diabetes  throughout  the  State  of  Florida, 

NOW  THEREFORE,  the  parties  agree  to  fulfill  the  following  obligations: 

I.   The  Program  will  continue  to: 

A.   Hold  clinics  to  serve  DCMS  in  the  following  regions: 

Tallahassee  -  6  per  year. 
Gainesville  -  48  per  year. 
Jacksonville  -  to  be  determined. 
Ocala  -  6  per  year. 
Orlando  -  6  per  year. 
Daytona  Beach  -  3  per  year . 

Provide  diabetes  camp  experience  for  DCMS  patients  in  the  program 
regions.   Camp  fees  to  be  included  in  budget. 

Coordinate  clinics  through  the  Nurse  Specialist  with  the  overall 
supervision  of  the  Nursing  Director,  Division  of  Children's 
Medical  Services,  as  well  as  the  supervision  of  the  Local  Medical 
Director,  or  his  designee  ,  and  the  Nursing  Director  of  the 
Service  Delivery  Area. 


1. 

II-A 

2. 

III 

3. 

IV 

4. 

V 

5. 

VI 

6. 

VI-B 

KSc^wwSs 
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D.  As  clinic  population  increases,  schedule  the  regional  clinics 
to  meet  the  demands  up  to  a  maximum  of  one  clinic  per  month 
upon  approval  of  the  Local  Medical  Director,  and  the  DCMS 
Director  of  Nursing  Services. 

E.  Each  patient  will  be  seen  at  least  once  a  year  with  frequent 
telephone  contact  to  monitor  control  criteria. 

F.  The  following  types  of  patients  will  be  seen  in  the  clinics: 

1.  DCMS  sponsored  patients  with  diabetes  (children  and 
youth.) 

2.  Private  patients  with  diabetes  when  referred  by  their 
private  physician  for  consultation. 

3.  Children  with  diabetes  who  have  been  referred  to  DCMS 
to  be  screened  for  their  eligibility  for  DCMS  sponsor- 
ship. 

G.  Provide  the  following  personnel  to  attend  the  clinics  along 
with  DCMS  nursing  personnel  and  a  DCMS  approval  local  pedia- 
trician consultant  designated  with  the  Local  Medical  Director. 


1.  Nurse  Specialist  who  spends  her  full  time  working  with 
children  and  youth  with  diabetes. 

a.  Nurse  Specialist  will  be  based  at  Shands  Teaching 
Hospital  at  the  University  of  Florida  in  Gainesville. 

b.  She  will  serve  as  key  patient  health  educator  in 

the  clinics.   Service  will  be  available  on  a  24  hour- 
a-day  call  service  to  patients  and  to  DCMS  personnel 
for  any  problems  which  may  arise  in  the  management 
of  any  individual  diabetes  patient. 

c.  She  will  be  involved  in  the  education  of  DCMS  nursing 
personnel  in  care  of  children  with  diabetes. 

2.  The  pediatrician  will  be  from  the  Department  of  Pediatrics, 
University  of  Florida  College  of  Medicine. 

H.   Refer  any  additional  laboratory,  radiology  or  other  studies  to 
either  the  private  physician  or  DCMS. 


I.   Maintain  all  patient  records  in  the  Program  Office  of  the  Nurse 
Specialist. 

J.   Assure  that  the  Nurse  Specialist  will  be  responsible  for  trans- 
mitting copies  of  all  regular  reports  (clinic  dictation,  per- 
tinent correspondence  with  other  agencies,  etc.)  on  all  profes- 
sional contacts  with  patients  to  appropriate  local  DCMS  offices, 
local  physicians  and  other  appropriate  parties. 

K.   Assure  that  regional  diabetes  patients  records  are  kept  updated 
and  open  to  DCMS  audit. 
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L.   Assure  that  the  following  reports  are  submitted: 
1.   Quarterly  report  to  include  the  following: 


a. 

b. 

c. 

d. 


Number  of  professional  staff  attending  clinics. 

Total  number  of  patients  seen;  number  of  DCMS 

sponsored  patients  seen. 

Total  expenditures,  University  of  Florida. 

Tally  sheet  of  all  phone  contacts  with  the  patients, 


Reports  will  be  submitted  in  September,  December,  March  and 
June  gained  from  records  submitted  to  DCMS,  which  show 
improved  care  to  the  diabetes  children  as  evidenced  by  change 
in  school  attendance,  hospitalization,  and  patient  professional 
contact. 

II.   The  DCMS  will: 

A.  Pay  the  Program  the  total  sum  of  $35,200.   The  camper  and 
consultation  fees  will  be  paid  in  a  lump  sum  at  or  near  the 
conclusion  of  camp.   Thereafter,  the  remainder  of  $25,200 
will  be  paid  at  the  end  of  the  quarter  in  which  services  were 
provided.   Quarterly  reports  must  be  received  before  payment 
will  be  made. 

B.  Provide  the  Program  with  records  of  any  contacts  made  by 
District  DCMS  personnel  with  diabetes  patients. 

C.  Local  DCMS  delivery  offices  will  assume  the  professional 
fees  for  DCMS  approved  pediatrician  from  that  area  who 
will  jointly  attend  the  clinics.   Local  service  area  also 
pays  patient  associated  expenses  (syringes,  urine  testing 
supplies,  etc.) 

III.   This  Agreement  shall  be  in  effect  for  the  period  July  1,  1975, 
through  June  30,  1976,  unless  cancelled  in  writing  six  months 
in  advance  from  one  party  to  another. 

IN  WITNESS  WHEREOF,  the  parties  hereto  have  executed  this  Agreement  on 
the  date  and  year  first  written  above. 


Director  of  Sponsored  Research 

University  of  Florida 

Thomas  D.  Fontaine,  Acting  Director 


Martin  L.  Schulkind,  M.D. 
Director,  Division  of  Children's 

Medical  Services 
Department  of  Health  and  Rehabilitation 

Services 
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William  J.  Page,  Jr.,  Secretary 
Department  of  Health  and  Rehabilitative 
Services 


HEALTH  RESOURCES  ADMINISTRATION: 


Mission: 


The  Health  Resources  Administration  provides  leadership  with 
respect  to  the  identification,  deployment  and  utilization  of  personnel, 
educational,  physical,  financial  and  organizational  resources  in  the 
achievement  of  optimal  health  services  for  the  people  of  the  United 
States.   To  these  ends,  the  Health  Resources  Administration  (HRA) : 

(1)  conducts  and  supports  analyses,  research,  developmental 
activities,  technical  assistance  and  evaluation  programs, 
and  informational  services  designed  to  improve  the  overall 
health  services  system  of  the  Nation; 

(2)  collects,  analyzes,  and  disseminates  data  on  vital  and  health 
statistics,  health  status,  health  resources  assessment  and 
utilization,  organization  and  management  of  health  services, 
health  expenditures,  and  related  matters  for  the  use  of  the 
Administration,  other  elements  of  the  Department,  and  the 
health  services  industry  generally; 

(3)  provides  leadership  and  support  for  the  development  of  State, 
area,  and  local  comprehensive  health  planning  and  services 
for  regional  cooperative  arrangements  among  medical  schools, 
research  institutions,  medical  care  facilities,  and  practi- 
tioners; 


(4)  administers  programs  to  meet  health  manpower  requirements  for 
the  Nation  through  the  support  of  education,  training,  and 
institutions  engaged  in  education  and  research  in  the  health 
field,  and  by  maintaining  relationships  with  national,  State, 
and  local  official  and  voluntary  organizations  and  institutions 
working  in  these  areas;  and 

(5)  provides  leadership  to  and  supports  activities  concerned  with 
health  facilities,  financing,  and  economics. 

(Vol.  39,  Fed.  Reg.,  1456,  1/09/74) 
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a.   NATIONAL  CENTER  FOR  HEALTH  SERVICES  RESEARCH; 
Mission: 

P.L.  93-353  establishing  the  National  Center  for  Health  Services 
Research  was  enacted  July  23,  1974.   It  provides  that  the  Secretary, 
acting  through  the  Center  should  undertake  and  support  research,  evalua- 
tion, and  demonstration  projects  respecting: 

(1)  the  accessibility,  acceptability,  planning,  organization, 
distribution,  technology,  utilization,  quality,  and  financing 
of  health  services  and  systems; 

(2)  the  supply  and  distribution,  educational  and  training,  quality, 
utilization,  organization,  and  costs  of  health  manpower,  and 

(3)  the  design,  construction,  utilization,  organization,  and  cost 
of  facilities  and  equipment. 

Also,  the  Secretary,  shall,  by  grants  or  contracts,  or  both,  assist 
public  or  private  nonprofit  entities  in  meeting  the  costs  of  planning 
and  establishing  new  centers,  and  operating  existing  and  new  centers, 
for  multidisciplinary  health  services,  research,  evaluations,  and 
demonstrations  respecting  the  matters  referred  to  in  subsection  (b) . 
To  the  extent  practicable,  the  Secretary  shall  approve,  in  accordance 
with  the  requirements  of  this  subsection  and  section  308,  a  number  of 
applications  for  grants  and  contracts  under  this  subsection  will 
result  in  at  least  six  of  such  centers  (including  two  national  special 
emphasis  centers,  one  of  which  (to  be  designated  as  the  Health  Care 
Technology  Center)  shall  focus  on  all  forms  of  technology,  including 
computers  and  electronic  devices,  and  its  applications  in  health  care 
delivery,  and  one  of  which  (to  be  designated  as  the  Health  Care  Manage- 
ment Center)  shall  focus  on  the  improvement  of  management  and  organiza- 
tion in  the  health  field,  the  training  and  retraining  of  administrators 
of  health  care  enterprises,  and  the  development  of  leaders,  planners, 
and  policy  analysts   in  the  health  field)  being  operational  in  each 
fiscal  year. 

The  requirement  is  also  made  that  of  the  total  funds  appropriated  for 
the  Center  each  year,  not  less  than  25  percent  shall  be  made  available 
only  for  health  services  research,  evaluation,  and  demonstration  acti- 
vities directly  undertaken  by  the  Secretary  under  such  section. 
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NATIONAL  CENTER  FOR  HEALTH  SERVICE  RESEARCH 

Federal  Program  Abstract 

KEY 

major  treat/ed  areas   cont.  med .  ed. 

treatment 

DEPARTMENT  AFFILIATION: 

HEW/HRA 

ENABLING  LEGISLATION: 

Health  Services  Research,  Health  Statitistics  and  Medical  Libraries 
Act  of  1974  (P.L.  93-353) 

MANDATE: 

Through  research  activities,  to  determine  factors  that  affect 
accessibility  and  acceptability  of  health  service  delivery. 

KEY  RESPONSIBILITIES: 

The  primary  sponsor  for  health  services  research  in  the  country, 
the  Center  is  presently  encouraging  research  in  quality  of  care, 
inflation  and  productivity,  health  care  and  the  disadvantaged, 
health  manpower,  health  insurance,  planning  and  regulation,  and 
emergency  medical  services. 

RESOURCE  POTENTIAL: 

The  National  Center  for  Health  Services  Research  could  play  a 
major  role  in  funding  diabetes  treatment  and  education  programs 
as  well  as  education  research.   Recognizing  its  mandate  to  research 
the  acceptability  of  health  service  delivery,  the  Center  could 
sponsor  variations  of  treatment  and  education  programs  in  diabetes 
and  examine  their  comparative  effectiveness.  Moreover,  given  its 
current  emphasis  on  the  disadvantaged,  the  Center's  resources  could 
be  tapped  for  low  income  diabetes  programs  in  numerous  education 
areas. 

These  represent  but  a  few  examples  of  the  potential  diabetes  pro- 
jects which  could  be  assured  by  the  Center. 
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b.   HEALTH  SYSTEMS  AGENCIES 


Federal  Program  Abstract 


KEY 


treatment/patient  ed. /public  ed. 


DEPARTMENT  AFFILIATION: 


HEW/HRA/Bureau  of  Health  Planning  and  Resources  Development 
ENABLING  LEGISLATION: 

National  Health  Planning  and  Resources  Development  Act  of  1974 
(P.L.  93-641) 

MANDATE: 


To  develop  guidelines,  to  set  health  priorities,  to  develop,  evalu- 
ate and  review  state  and  local  health  plans,  to  fund  health  projects 
and  to  review  proposals  for  health  facility  or  service  expansion. 

RESOURCE  POTENTIAL: 

At  the  national  level,  the  national  office  of  the  Health  Systems 
Agencies  provides  a  potential  resource  for  requesting  that  each 
local  HSA  include  a  state  plan  for  diabetes  in  general  health  plans 
submitted  annually.   On  a  local  level,  HSA's  with  such  diabetes 
planning  components  also  would  have  funding  power  to  insure  imple- 
mentation of  local  diabetes  treatment  and  education  proposals. 

c   BUREAU  OF  HEALTH  MANPOWER: 

Activities  Relating  to  Diabetes  Mellitus: 

The  Bureau  of  Health  Manpower,  Health  Resources  Administration,  is 
concerned  with  determining  the  Nation's  resources  and  requirements  for 
health  professions  manpower  through  a  variety  of  legislative  authorities. 
Assistance  is  provided  health  professions  students  and  schools  to  meet 
the  costs  of  basic  and  postgraduate  training,  to  maintain  and  expand 
educational  facilities,  to  conduct  educational  research  and  development, 
to  provide  for  training  in  primary  care  and  family  medicine,  to  encourage 
area-wide  health  education,  and  to  assure  an  adequate  supply  and  distri- 
bution of  health  personnel  through  health  manpower  education  initiatives. 
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Dissemination  of  Knowledge  -  Education  and  Training 

While  the  Bureau's  primary  focus  has  been  in  education  and  dissemination 
of  knowledge  for  the  health  professions,  there  is  limited  activity 
through  the  research  grant  route  dealing  with  aspects  of  patient  educa- 
tion, health  maintenance,  and  health  prevention.   Formerly,  Regional 
Medical  Program  activities  also  were  part  of  the  Bureau's  programmatic 
activities;  several  of  these  projects  dealt  with  chronic  deseases. 
Regional  Medical  Programs  are  now  under  the  purview  of  the  Bureau  of 
Health  Planning  and  Resource  Development. 


Applicaton  of  Knowledge  -  Evaulation  and  Treatment 

The  Bureau's  legislated  and  programmatic  activities  are  carried  out  in 
the  Divisons  of  Dentistry,  Nursing,  Medicine  and  the  Associated  Health 
Professions.   The  Bureau's  intramural  efforts  have  been  directed  towards 
the  following  areas:   primary  care,  geographic  distribution  of  health 
professionals,  foreign  trained  professionals,  and  interprofessional 
training  and  demonstrations  involving  nurse  practitioners,  dental  assis- 
tants, and  physicial  assistants.   Recently  contracted  training  efforts 
for  health  personnel  in  the  field  of  long-term  care  were  transferred 
to  the  Bureau.   One  intramural  contract  supported  by  the  Division  of 
Nursing  (NO;-NU-24290)  is  investigating  the  responses  of  aged,  institu- 
tionalized diabetics  to  an  experimental  nursing  care  program. 

Several  Bureau  programs  have  relevance  for  chronic  illness,  although 
they  are  not  specific  to  diabetes.   These  are:   special  projects  intended 
to  assist  health  professional  schools  to  improve  their  curricula:  family 
medicine  residencies;  area  health  education  centers,  manpower  initiatives 
for  special  interprofessional  training  efforts  to  serve  underserved  areas 
in  particular,  long-term  training,  and  research  and  development. 


d.   AREA  HEALTH  EDUCATION  CENTER 


Federal  Program  Abstract 


KEY 


professional  ed. /patient  ed .  (low  income) 


DEPARTMENT  AFFILIATION: 

HEW/HRA 
ENABLING  LEGISLATION: 

Health  Manpower  Training  Act  of  1971 
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MANDATE: 

Joining  hospitals  and  universities  in  programs  to  provide  education 
and  training  in  areas  in  serious  need  of  health  personnel. 

KEY  RESPONSIBILITIES: 

By  using  hospitals  as  focus  points,  to  provide  continuing  education 
for  doctors,  dentists  and  other  health  professionals  and,  by  support- 
ing resident  salaries  when  a  hospital's  patients  reside  in  a  low  income 
area,  to  improve  those  patients  access  to  care. 

RESOURCE  POTENTIAL; 

AHEC  functions  through  state  universities  and  several  current  pro- 
grams could  be  used  as  prototypes  or  potential  education  vehicles 
for  a  national  treatment  and  education  initiative  in  diabetes. 
These  include: 

—  the  University  of  New  Mexico  where  an  AHEC  has  been 
established  for  the  Navajos  giving  the  Indian  population 
a  major  voice  in  their  own  health  planning; 

—  the  University  of  Minnesota  where  a  Diabetes  Detection 
and  Education  Center  has  been  established  to  educate 
patients  and  to  assist  staff  in  developing  materials  for 
area  residents  who  use  the  center; 

—  the  Medical  University  of  South  Carolina  AHEC  which  supplies 
in-service  and  continuing  professional  education  with  an 
emphasis  on  health  education  for  minorities  and  the  disad- 
vantaged. 


e.   OFFICE  OF  HEALTH  RESOURCES  OPPORTUNITY 
Federal  Program  Abstract 


KEY 


patient  ed.  (low  income)  continuing  med.  ed 


DEPARTMENT  AFFILIATION: 

HEW/HAR 
ENABLING  LEGISLATION: 

N/A 
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MANDATE: 

Assist  disadvantaged  and  minorities  in  obtaining  access  to  optimal 
health  care  resources  or  health  career  opportunities. 

KEY  RESPONSIBILITIES: 


To  improve  access  to  health  care  for  those  who  are  disadvantaged  due 
to  their  race,  sex,  age,  economic  status,  formal  education  or  geo- 
graphic location;  to  bring  minorities  -  Blacks,  Spanish  surnamed, 
Native  Americans,  and  women  -  into  the  health  care  system. 

RESOURCE  POTENTIAL: 

While  OHRO  programs  have  not  been  used  for  diabetes  thus  far,  they 
do  provide  a  vehicle  for  delivering  treatment  and  education  to  low 
income  groups. 

A  sample  method  could  be  found  in  the  Eastern  Kentucky  project 
where  disadvantaged  Appalacian  families  are  being  brought  into  a 
system  of  dental  care.   In  the  area  of  professional  education,  a 
sample  project  is  that  of  the  Medical  College  of  Pennsylvania  where 
inactive  physicians  are  being  retrained  to  serve  specific  groups 
or  specific  illnesses. 


4.   ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION: 
a.   NATIONAL  INSTITUTE  OF  MENTAL  HEALTH 


Federal  Program  Abstract 


KEY 


treatment/patient  ed/cont.med.ed. /public  ed, 


DEPARTMENT  AFFILIATION: 

Alcohol,  Drug  Abuse  and  Mental  Health  Administration/HEW 

ENABLING  LEGISLATION: 

Public  Health  Service  Act  of  1946  with  subsequent  amendments; 
Community  Mental  Health  Centers  Act 
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MANDATE 


To  provide  leadership,  policies,  and  goals  for  the  Federal  effort 
in  the  promotion  of  mental  health,  the  prevention  and  treatment  of 
mental  illness,  and  the  rehabilitation  of  the  mentally  ill. 

KEY  RESPONSIBILITIES: 

(1)  conducts  and  supports  research  on  the  biological,  psychological, 
sociological,  and  epidemiological  aspects  of  mental  health  and 
mental  illness; 

(2)  supports  the  training  of  professional  and  paraprofessional 
personnel  in  the  promotion  of  mental  health  and  prevention  and 
treatment  of  mental  illness; 

(3)  conducts  and  support  research  on  the  development  and  improvement 
of  mental  health  services  delivery,  administration  and  financing, 
and  supports  mental  health  service  programs  and  projects; 

(4)  collaborates  with  and  provides  technical  assistance  to  state 
authorities  and  regional  offices,  and  supports  state  and  community 
efforts  in  planning,  establishing,  maintaining,  coordinating  and 
evaluating  more  effective  mental  health  programs; 

(5)  collaborates  with,  provides  assistance  to,  and  encourages  other 
government  agencies  and  institutions  to  promote  mental  health  pro- 
grams. 

BUDGET  DATA: 

Appropriations:   1975  -  $976  million 

1976  -  $654  million 

1976  Breakdown 


General  Mental  Health: 
Drug  Abuse: 
Alcoholism: 
Program  Direction: 


$306,006,000 

221,858,000 

114,199,000 

11,564,000 


RESOURCE  POTENTIAL : 

Recognizing  the  relationship  of  diabetes  to  mental  illness  and 
stress,  the  programs  of  ADAMAA  are  of  great  potential  relevance. 
Obvious  examples  include: 
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(1)  research:   examining  the  role  of  diabetes  in  the  formation 
or  exacerbation  or  precipitation  of  mental  symptomatology 

(2)  training:   attention  to  psychophysiologic,  psychosomatic,  or 
related  issues  including  education  about  diabetes  and  its 
ramifications 

(3)  services:   if  requested  by  a  community,  any  one  of  the  Adminis- 
trations 500  Community  Mental  Health  Center  (CMHC)  might  offer 
psychologically  oriented  education  to  parents,  juvenile  diabetics, 
or  diabetes  individuals  who  are  adjusting  poorly  to  the  disease 

(4)  information  dissemination:   provision  by  ADAMHA's  Clearinghouses 
of  annotated  bibliographies  on  any  scientific  literature  rela- 
ting to  mental  illness  alcohol  or  drug  abuse  in  diabetics 

(5)  centers:   funding  could  be  tapped  to  provide  a  center  on  the 
psychosomatic  problems  of  diabetics. 


5.   NATIONAL  LIBRARY  OF  MEDICINE: 
Audiovisual  Program 
Federal  Program  Abstract 


KEY 


Con't.  med  ed/  public  ed/  patient  ed/ 
educational  research 


DEPARTMENT  AFFILIATION 


ENABLING  LEGISLATION: 


1I/A 


MANDATE: 


To  develop  a  national  program  to  improve  the  quality  and  use  of 
biomedical  audiovisual  in  schools  of  the  health  professions  and 
throughout  the  biomedical  community. 
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KEY  RESPONSIBILITIES: 

The  Center  has  programs  in  four  specific  areas: 

(1)  Information  services  to  permit  ready  access  to  available 
instructional  materials.   This  includes  compiling  catalogs  and 
indexes  and  placing  audiovisual  cataloging  data  on-line  for  retrieval 
through  the  MEDLINE  system. 

(2)  A  distribution  system  which  makes  the  sharing  of  instructional 
materials  economically  and  technically  feasible. 

(3)  Assisting  schools  in  planning  and  designing  facilities  for 
using  instructional  media. 

(4)  Designing,  developing,  testing,  and  evaluating  instructional 
media  materials. 

RESOURCE  POTENTIAL: 

Clearly,  some  of  the  audiovisual  programs  needed  for  diabetes  treat- 
ment and  education  could  be  funded  through  National  Medical  Audio- 
visual Center.   Not  only  distribution  of  diabetes  education  material 
but  also  development  of  innovative  facilities  and  educational  tools 
could  be  a  part  of  such  an  effort. 

6.   MISCELLANEOUS 

a.   REGIONAL  OFFICES 


Federal  Program  Abstract 


KEY 


Treatment/Patient  ed. /Public  ed. 


DEPARTMENT  AFFILIATION: 


HEW 
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ENABLING  LEGISLATION: 


N/A 


MANDATE: 

To  implement  national  health  guidelines  and  programs  on  a  regional 
level,  to  coordinate  local  planning  agencies  in  their  efforts,  and 
local  planning  efforts. 

KEY  RESPONSIBILITIES : 

To  provide  technical  assistance  to  state  and  local  governments  and 
health  organizations  and  to  review  and  approve  public  health  service 
projects  in  their  respective  regions. 

RESOURCE  POTENTIAL: 

The  regional  offices  of  HEW,  by  utilizing  both  discretionary  funds 
allocated  to  them  and  health  revenue  sharing  provisions,  could  re- 
quest that  state  health  services  plans  submitted  to  them  in  request 
for  either  type  of  funds  include  programs  for  education  and  treat- 
ment of  diabetes.   This  could  be  accomplished  by  legislation  or  direc- 
tion of  the  Assistant  Secretary  for  Health. 

Moreover,  regional  offices  currently  could  hold  conferences  in  their 
respective  regions  to  achieve  a  number  of  goals  including: 

1)  Receiving  input  from  a  broad  spectrum  of  interests  in  the 
community  who  will  be  involved  in  a  diabetes  program  (e.g., 
public  health,  HSA,  universities,  voluntary  health  agencies, 

CDC); 

2)  identifying  resources  in  that  region  which  could  contribute  to 
an  increased  effort  in  diabetes  education  and  control  programs; 

3)  developing  appropriate  and  effective  systems  for  diabetes 
screening,  diagnosis,  treatment,  and  follow-up  education. 

Furthermore,  the  regional  offices  could  easily  provide  technical 
assistance  to  state  and  local  government  in  their  effort  to  develop 
state  plans  for  diabetes. 
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b .   NATIONAL  INSTITUTE  OF  EDUCATION 
Federal  Program  Abstract 


KEY 


Public  Education/Research  in  Educat 


ion 


DEPARTMENT  AFFILIATION- 

HEW 
ENABLING  LEGISLATION- 

PL  92-318,  June  23,  1972 
MANDATE: 

The  Federal  Government  has  a  clear  responsibility  to  provide  leader- 
ship m  the  conduct  and  support  of  scientific  inquire  into  the 
educational  process. 

KEY  RESPONSIBILITIES r 

To  develop  and  improve  bilingual  and  multicultural  programs  in 
elementary  and  secondary  schools,  examine  learning  motivation 
develop  and  support  cooperation  between  professional  associations/ 
researchers  and  local  educators  and  generally  analyze  new  and 
innovative  approaches  to  education  on  all  levels  and  for  all  age 
groups.  6 

RESOURCE  POTENTIAL- 

Both  of  these  projects  could  serve  as  prototypes  for  diabetes 
education  programs  under  the  auspicies  of  the  National  Institute 
of  Education. 

The  NIE  has  engaged  in  a  series  of  projects  relevant  to  health. 
These  include: 


1) 


2) 


A  program  with  the  Federation  of  Rocky  Mountain  States  to 
provide  special  courses  in  health  education  and  careers  to 
junior  high  students  in  Spanish  and  native  American  languages; 

A  program  in  Alaska  in  which  consumer  committees  of  village 
representatives,  native  leaders  and  health  officials  broadcast 
programs  in  health  education  and  early  childhood  education. 
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(76)  Program  Budget 

Dissemination 

Basic  Skills 

Finance/Prod /Mgmt 

Education/Work 

Equity 

Other 

Admin/House  Research 


$18.4  million 

$13.9 

$18.3 

$  9.9 

$  5.4 

$  3.4 

$10.7 

$80.0 

73 

74 

$106.8 

$75.7 

75 
$70.0 


c.   EXTENSION  SERVICES 


Federal  Program  Abstract 


DEPARTMENT  AFFILIATION: 


KEY 


Patient  Education/Public  Education 


United  States  Department  of  Agriculture 
ENABLING  LEGISLATION: 

Cooperative  Extension  Service  Act  of  1914,  and  amendments 
MANDATE: 

Education  programs  to  improve  quality  of  family  decisions  in  homes, 
farms,  and  communities. 

KEY  RESPONSIBILITIES: 

To  emphasize  education  in  family  health,  to  encourage  inclusion 
of  nutrition  specailists  on  community  health  teams;  to  educate 
handicapped  homemakers  on  home  planning  and  food  preparation. 

BUDGET  DATA: 

Competing  grants  and  contracts  funds  not  included  with  this  draft. 


m 
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SUMMARY  MATRICES 
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Definitions; 

1)  Patient  education  and  special  services 

includes  all  educational  programs,  resources,  and/or  funding 
agencies  directed  at,  or  used  directly  by,  diabetic  patients,  in 
or  out  of  a  hospital  setting,  as  well  as  other  social  or  educational 
services  which  are,  or  could  be,  available  to  assist  them  in  other 
non-diabetes  related  areas  of  their  lives. 

2)  Public  education 

includes  all  educational  programs,  resources,  and/or  funding 
agencies  directed  at,  or  used  directly  by,  the  general  non-diabetic 
population;  families  of  diabetic  patients  are  considered  part  of 
this  "public." 

3)  Continuing  medical  education 

includes  all  educational  programs,  resources,  and/or  funding  agencies 
directed  at,  or  used  directly  be,  all  levels  of  professional  and 
paraprof essional  health  personnel. 

4)  Medical  care 

includes  all  programs,  resources  and/or  funding  agencies  which  are 
related  to  the  delivery  of  treatment  and  care  categories  other  than 
education. 

5)  Research 

includes  all  programs,  resources,  and/or  funding  agencies  which 
are  concerned  with,  or  could  potentially  be  involved  in,  research 
into  new  or  more  effective  methods  of  educating  the  above  groups, 
delivering  education,  designing  material  for  use  in  education,  or 
designing  new  or  more  effective  systems  of  medical  care  and/or 
medical  care  delivery;  this  section  does  not  refer  to  primary,  bio- 
medical research. 
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Ill   CORPORATIONS/UNIONS/TRADE  ASSOCIATIONS 

On  a  non-governmental  level,  It  is  equally  important  to  investigate  the 
role  of  corporations,  unions,  and  trade  associations  in  providing 
resources  for  diabetes  treatment  and  education. 

Successful  efforts  in  this  area  have  been  made  by  the  National  Hlph 
Blood  Pressure  Education  Program  (HBP)  .   The  sin/o   the! '  e^eriences 
provides  a  proto-type  for  potential  diabetes  efforts.     exPerience« 

A.   CORPORATIONS: 

For  purposes  of  involvement  in  treatment  and  education  programs,  corpora- 
tions can  be  divided  into  three  groups;  drug/pharmaceuticaL/medical 
eauxpment  firms.   Contact  with  these  corporations,  particularly  those 
producing  pharmaceuticals  and/or  equipment  for  diabetes  and  its  related 

poteentiaSi  "Lt  ^  5°"  £  ^  ""^  t0  tap  ^^   -ctor  resource 
potential.   The  reasons  for  this  strategy  are  numerous. 

First,  these  corporations  have  the  most  natural  interest  in  diabetes 
treatment  and  education  and  would,  therefore,  become  quickly  involved. 
This  involvement  might  prove  to  be  a  leadership  factor  in  drawing  in 
other,  more  peripheral,  corporations. 

Second,  through  their  marketing  and  packaging  operations,  these  firms 
can  provide  pre-established  means  of  disseminating  information. 

Third  previous  HBP  programs  indicate  that  corporate  planning  in  these 
companies  is  sensitive  to  new  treatment  and  education  programs  In 
T»tlC a\fTeaS   related  to  corporate  production.   Thus,  corporate  planning 
rather  than  constraining  involvement  as  it  might  in  most  ?irms,  wouW 
serve  as  a  vehicle  for  the  programs. 

Fourth,  HBP  has  succeeded  in  establishing  with  these  firms  an  endorsement 
progrm  which  is  potentially  replicable  for  a  national  diabetes  education 
program   In  the  HBP  endorsement  of  their  educational  material  if  three 
prerequisites  are  fulfilled.   The  material  in  question: 

1.  must  be  submitted  to  the  Heart  and  Lung  Institute  for  approval  of 
its  technical  accuracy  and  consistency; 

2.  must  not  contain  a  product  endorsement  within  the  educational 
section; 


mus 


t  not  be  for  sale  for  profit. 
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Thus,  these  firms  are  a  natural  resource  for  treatment  and  education 
programs  similar  to  those  instituted  by  the  HBP. 

Insurance  firms  could  also  be  contacted  to  examine  their  potential 
resources.   However,  insurance  companies  have  been  less  responsive  in 
HBP's  experience  than  have  the  drug  houses. 

The  last  category  of  corporations,  the  manufacturing/industrial/sales 
firms,  normally  operate  health  education  programs  through  local  factories 
or  subsidiaries.   These  latter  groups,  therefore,  bear  the  major  responsi- 
bility for  health-related  activities.   However,  ttith  the  exception  of 
companies  such  as  Gulf  Oil  and  Westinghouse  which  have  national  corpor- 
ate health  education  programs,  manufacturing/industrial  firms  will  not 
be  expected  to  participate  at  a  national  level  in  conferences  or  seminars 
on  potential  national  treatment  and  education  programs. 

B.   UNIONS 


As  with  corporations,  unions  can  be  sub-divided  into  three  categories 
for  the  purposes  of  analyzing  existing  and  potential  resources.   At  the 
most  aggregate  level,  the  AFL-CIO  national  headquarter 's  Community 
Services  Division  has  cooperated  in  the  past  with  the  HBP  in  poster 
campaigns  and  could  be  approached  as  a  potential  resource  for  similar 
diabetes  efforts. 

Some  national-level  constituent  members  of  the  AFL-CIO  also  have 
national  health  education  programs.   For  example,  in  its  national  news- 
paper, the  International  Association  of  Machinists  publishes  a  health 
education  column  which  deals  with  a  variety  of  work-related  illnesses. 

On  the  grass-roots  level,  local  AFL-CIO  committees  have  taken  the 
initiative  to  branch  into  health  education  in  much  the  same  way  as  local 
factories  have  assumed  the  manufacturing/industrial  corporation's  health 
education  role.   These  local  groups  could  be  contacted  and  proto-type 
programs  chosen  and  abstracted  for  their  potential  relationship  to  a 
diabetes  treatment  and  education  campaign. 

C.   TRADE  ASSOCIATIONS 

HBP's  relationship  to  the  drug/pharmaceutical  associations  is  one  of 
quid  pro  quo.   For  example,  American  Pharmaceutical  Association  coopera- 
tion is  coupled  with  HBP's  advocacy  of  the  competency  of  pharmacists 
to  take  blood  pressure  readings.   Although  to  a  lesser  extent,  the 
Pharmaceutical  Manufacturers'  Association  also  has  expressed  HBP  interest. 
Thus,  both  groups  represent  potential  resource  pools. 

Likewise,  non-pharmaceutical  trade  associations  have  occupational  health 
and  education  divisions.   For  instance,  the  National  Association  of 
Manufacturerers  includes  a  major  staff  position  for  workers'  compensa- 
tion and  health  related  issues.   Such  potential  resources  in  trade  associa- 
tions could  be  explored  and  abstracted. 
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D.   METHODS  OF  INVESTIGATION 

Beyond  the  above-discussed  contracts  with  an  analysis  of  corporations 
unions  and  trade  associations,  it  would  be  profitable  to  attempt  to 
ana  Purees.  ^^  reS°UrCeS  thr°Ugh  *  "»"*"  °f  P-ipheral  methods 

been  Jart  Wa^Lf^l  af  r^10"  ^^^   -Sanations  have 
been  particularly  successful  in  designing  programs  for  use  in  corporate 
hypertension  campaigns.   These  local  groups,  such  as  the  Medical  College 
of  Wisconsin,  could  be  contacted  and  their  proto-type  efforts  abstracted. 

Other  local  health  agencies  have  had  success  in  pulling  together  private 
sector  resources  for  hypertension  programs  aimed  at  particular  income 

Health8^  cefoTthe  V"  ^^  *—c«7  ef  L^of^he™ 
Health  services  of  the  Georgia  Department  of  Human  Resources  could 

rrdirbSenro^ar  "0del  f°r   ""*  a  ~"  -  "   »  -™* 

On  a  national  level,  HBP  has  organized  seminars  to  include  a  ranee  of 
corporations  and  trade  associations.  At  these  conferences,  treatment 
and  education  program  options  are  presented  and  corporate  participants 

theirta  t  cipation  "J^-  "~«»  "«P«»~  "  each  to^cilita  e 
cneir  participation.   Specific  suggestions  for  that  response  are  also 
presented.   Such  an  effort  could  be  duplicated  iu  diabetes  treatment 
education   Moreover,  similar  resource-investigating  conference/semi- 
m^mbers    ^   *  ^^  ^   the  AFL-CI°  a"d  *°  -tional  unioT 

Lastly,  an  attempt  could  be  made  to  solicit  the  leadership  cooperation 
°i„w  °VW°  corP°ratl°^  "ho  have  previously  expressed  interest  il 
diabetes  treatment  and  education  programs.  Executives  of  these  corpora- 
tions could  play  a  vital  role  in  gaining  a  positive,  cooperative  response 
from  their  colleagues  in  other  corporations.  response 

The  officials  of  HBP  have  offered  any  assistance  needed  during  these 

utiliZeV?h  P  r1^  S6Ct0r  "•«»«».  «*   their  help  should8  be 
utilized  throughout. 

IV.  CONCLUSION 
A.   RESOURCE  PROGRAM  DEVELOPMENT 

trL^r1  Td   Pr±Vate  "sources  potentially  available  for  a  diabetes 
treatment  and  education  program  are  varied  both  in  their  source  and  in 
the  audiences  to  whom  thev  are  rplpv^f   tt,q  o™  i-     ^   ^ 
nresentPd  in  t-n-To  ^    ?    u   Relevant.   The  sampling  of  these  resources 
hlli^  T"  ^P^812^  the  applicability  of  a  range  of 

health  programs  to  the  Commission's  efforts 
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DISCRIMINATION  PROHIBITED  -  Title  VI  of  the  Civil  Rights  Act  of 
1964  states:  "No  person  in  the  United  States  shall  on  the  ground  of 
race,  color,  sex,  age,  or  national  origin,  be  excluded  from  partici- 
pation in,  be  denied  the  benefit  of,  or  be  subjected  to  discrimination 
under  any  program  or  activity  receiving  Federal  financial  assistance." 
Therefore,  the  National  Commission  on  Diabetes  Mellitus,  like  every 
program  or  activity  receiving  financial  assistance  from  the  Department 
of  Health,  Education,  and  Welfare,  must  be  operated  in  compliance 
with  this  law. 
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